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PREFACE TO THE FIRST EDITION 


The field of mental deficiency has received relatively little atten- 
tion from psychologists and psychiatrists. Perusal of standard texts in 
psychiatry and abnormal psychology reveals that mental deficiency is 
usually accorded a single (and small) chapter in which a critical evalu- 
ation of psychological theories, procedures, and results is distinguished 
by its absence. It is small wonder that psychological work with the 
mentally deficient has been considered as uninteresting and unfruit- 
ful. It is probably superfluous to state that this book is evidence of 
my own belief that the psychological problems in mental deficiency 
are as intriguing, puzzling, and pressing as those found in any other 
clinical group. I hope that in this book I have succeeded in demon- 
strating that the psychological problems in mental deficiency present 
a challenge to the theoretician as well as to the clinician. I might add 
that I also hope that the reader will be impressed by how little we 
know about some important problems in this area and how pressing 
is the need for systematic research. 

It is a pleasure to express my indebtedness to the following; to Dr. 
Frederick J. Gaudet who introduced me to the field of psychology in 
general and mental deficiency in particular and who has been a con- 
stant source of encouragement to me in my work; to Mr. E. N. Roselle, 
Superintendent of the Southbury Training School, who made it pos- 
sible for me to have the time and facilities to do research while I was 
working in that institution; to Dr. Herman Yannet who helped in 
countless ways to sharpen my thinking about the mentally deficient; 
to Dr. Joseph Epstein who critically read and helped revise Chapter 
3; to Dr. John Dollard who read the first two chapters and made many 
helpful suggestions; to Dr. Donal Dunphy who read Chapters 5, 7, 
and 8 and made helpful comments; to Dr. Muzafer Sherif with whom 
I had many stimulating discussions about some of the problems raised 
in Chapters 4 and 6; to the staff of the Sterling Medical Library whose 

ix 
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PREFACE TO THE SECOND EDITION 


ever-helpful efforts m securing whatever books I needed made life a 
lot easier for me; to Miss Irma Janoff, Miss Patricia Pittluck, and Dr. 
Harry Yamaguchi for help in reading proof; and to Mrs. Susan R. 
Henry for her most accurate typing of the various drafts of this book. 
I wish also to thank Dr. Carl I. Hovland for providing me with the 
necessary secretarial help and for his ever-encouraging attitude. My 
greatest indebtedness is to my wife, Esther Sarason, who has been 
an invaluable partner in research and whose clinical acumen has been 
invaluable in stating and clarifying the problems raised in this book. 
Cases 1 and 2 in Chapter 4 were contributed by her, and Chapter 9 
was based on her critical review of the literature. 


September, 1949 


Seymour B. Sarason 


PREFACE TO THE SECOND EDITION 


Although I was gratified by the response to the publication of this book, 
I soon became uneasy about the fact that I, like so many others, had 
failed to give, sufficient attention to the psychological aspects of the 
parental problem. This I have tried to remedy by the addition of three 
chapters. I want to thank my students in summer courses at the Uni- 
versity of Michigan and the Michigan State Normal College for the 
many helpful discussions I had with them about the parental problem 
and for encouraging me to write the three additional chapters. 

November 1, 1952 
New Haven 

Seymour B. Sarason 
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Chapter 1 

CRITERIA OF MENTAL DEFICIENCY' 

Criterion of the LQ. 

The term mental deficiency has been applied to people who are by no 
means homogeneous in behavior, intellectual level or efficiency, physical 
characteristics, socio-economic status, cultural background, and devel- 
opment. Characterizing the mental defective as a distinct group is not 
an easy task because different investigators employ different operations 
and criteria in making a diagnosis. For example, there are psychologists, 
educators, and physicians who label any individual as mentally defec- 
tive who scores less than an LQ. of 70 on an intelligence test. The unques- 
tioning faith that is put on the diagnostic meaningfulness of the LQ. is 
seen in the not infrequent case where a child with an LQ. of 68 or 69 
is committed to an institution while the one with an LQ. of 71 or 72 is 
not. The assumption seems to be that any slight difference in test score 
between two individuals is a reflection of some kind of a “real” differ- 
ence in their past, present or future status. The child with an LQ. of 68 
or 69 is automatically labeled mentally defective and then takes on in 
the thinking of the clinician all the characteristics that have been asso- 
ciated with the label. In other words, the child takes on the character- 
istics of the class or category of mentally defective individuals not be- 
cause these characteristics were observed but because he has been labeled. 
This seems to be a case of subordinating observation to language instead 
of language to observation. Doll has pointed out the inadequacies of the 
LQ. approach (73 ) : 

“The use of any single LQ, discounts the important multiple aspects of 
mental measurements, the disparity of results from different systems of 
psychometric measurement, the probable error of any single measurement 
of intelligence, the distinction between brightness and level, the overlap in 

^ Throughout this book the terras mental deficiency and feeble-mindedness will be used 
synonymously. In the British literature the term mental deficiency is usually used as a sub- 
stitute for feeble-mmdedness in the generic sense, the word feeble-minded bemg applied by 
British workers to what American workers call the moron. 

1 
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intelligence between high-grade feeble-mindedness and low-grade normality. 
It employs an illogical and unvalidated statistical concept without safeguard- 
ing the welfare of the individual, his family or society. It further ignores the 
clinical varieties and the etiological origins. It stops short at an arbitrary 
statistical gate-post and does not concern itself with the many ramifications 
of the conditions which if adequately explored would reveal the absurdity of 
its point of view.” 

It cannot be emphasized too strongly that a low I.Q. score does not 
enable one to state in what ways a particular individual is different 
from others with an identical score, what his differential reactions are 
to a variety of situations, his attitudes toward himself and others, what 
effects he will produce on what kinds of people in what kinds of situa- 
tions, and the relation of the foregoing not only to the presence or ab- 
sence of central nervous system impairment but to the familial-cultural 
background in which he developed as well. It is extremely simple, al- 
though logically naive, to “explain” a defective child’s behavior on the 
basis of his low LQ. — as if there were in the child a force varying in- 
versely with the I.Q., “causing” him to behave as he does. For example, 
it is not unusual for people who know that a particular child has a low 
LQ. to say in regard to a “stupid” act of his: “What can you expect from 
someone as low as that? If he had more brains he wouldn’t have done 
it” It does not seem to occur to these people to ask why this child and 
not others with identical I.Q. scores behaved in the particular way, why 
this situation and not others elicited the “stupid” response, and why 
when superior children behave in the same way (running away, com- 
mitting a crime, killing animals, etc.) the fact of their superior intelli- 
gence is not blamed for their behavior. 

It follows from the previous discussion that subdividing the defective 
group according to I.Q. score — ^i.e., idiots, I.Q. 0-25; imbeciles, I.Q. 25- 
50; morons, I.Q. 50-70 — increases the number of labels, however con- 
venient they may be, without increasing our knowledge. Labeling an 
individual an imbecile does not tell us any more about him than when 
it is known that he has an I.Q. of 30, and knowledge of his LQ. raises 
many more questions than it answers. The lack of relationship that may 
exist between intelligence test score and ability to learn can be seen in 
Gardner’s study (95) of idiots and imbeciles, the latter being divided 
into a high and a low group according to mental age. Each subject was 
presented with several learning situations. In the first situation the child 
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had to learn to get a food reward from one of three boxes covered with 
a black cloth. In subsequent situations the size and position of the black 
cloth which indicated the correct box were varied. In the final situation 
subjects found food in the box without a cloth, whereas black cloths 
were over the empty boxes. Gardner found that the performance of the 
low imbecile group (M.A. between 20 and 29 months) was almost as 
good as that of the high imbecile group (M.A. between 30 and 49 
months), “indicating that mental test results do not tap some latent 
abilities.” 


Tredgold’s Criteria 

Dependence on the I.Q. as the sole criterion of mental deficiency 
seems to have been largely an American phenomenon. In England, since 
the Mental Deficiency Act of 1913 and its subsequent revisions, the cri- 
terion of social adequacy has been emphasized. This emphasis is reflected 
in the definition of Tredgold (301, p. 4), who defines amentia as “ — a 
state of incomplete mental development of such a kind and degree that 
the individual is incapable of adapting himself to the normal environ- 
ment of his fellows in such a way as to maintain existence independ- 
ently of supervision, control, or external support.” 

Tredgold’s justification for his definition is seen in his statement 
(301, p. 4) : “I think ... we may say that the fundamental purpose of 
mind is that of enabling the individual so to adapt his conduct to the 
requirements of the normal environment of his race as to maintain an 
independent existence; that if he possesses this capacity he must be re- 
garded as normal; but that if he lacks this essential mental attribute, he 
must be regarded as abnormal and mentally defective.” 

That the criterion of social adequacy is given far more weight by 
Tredgold than that of intellectual level is seen by his reference to cases 
with I.Q.’s between 90 and 100 who are considered mentally defective, 
and cases with LQ.’s “considerably less than 70” who are not considered 
defective. One may indeed wonder how much agreement there would 
be between a representative sampling of American and English clinicians 
(1) if they were asked to pick out mental defectives from an unselected 
sample of a population, and (2) if each group had to check on the diag- 
noses already made by the other group. Tredgold (301, p. 29) implies 
that the amount of disagreement would probably be considerable. 

Although Tredgold’s criteria involve the study of more meaningful 
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aspects of behavior than is true of the LQ. approach, they cannot be 
considered to be free of ambiguities and value judgments. For example, 
on 'what kinds of operations and facts does one determine “a state of 
incomplete mental development”? Since Tredgold cites cases of mental 
deficiency whose responses in a test situation give them an average rat- 
ing, it would follow that being able to function as well as one’s fellows 
in response to a wide variety of test situations is unrelated to or is an 
unimportant aspect of an individual’s development. It would seem that 
whatever conceptual processes are necessary for the solution of intelli- 
gence test problems are not to be considered in any way as forms of 
adaptation. In other words, being able to meet, like one’s fellows, cul- 
turally determined standards of correctness in a test situation is not to 
be considered a form of adaptation. 

Tredgold’s assumption about the lack of relation between intelligence 
test results and social adaptation becomes more understandable when 
one bears in mind that to him the purpose of testing is to emerge with a 
number or an LQ. — an attitude not restricted to English workers. 
Tredgold seems unaware that the testing situation is a social situation 
in which the observed relationships between the nature of the stimulus 
situation (the test item) and the overt and inferred behavior of the indi- 
vidual are as important as the correctness of the response. The indi- 
vidual’s conception of, attitude toward, and response to the examiner, 
as well as his attitude toward himself, cannot be considered atypical of 
his responses to many nontesting situations. There is evidence to indi- 
cate that behavior in the testing situation is explainable by the psycho- 
logical principles found applicable to other situations. Fries’ observa- 
tions (92), based on a longitudinal study beginning in infancy, reveal ' 
the similarity of response pattern between testing and nontesting situa- 
tions. Studies by Hutt {144), Lantz (272), and McHugh {201) have 
indicated that the adequacy of an individual’s responses to tasks in the 
test situation may be influenced by pretest experiences of success and 
failure, the order in which test items are presented, and familiarity with 
the examiner and the test situation. In other words, the verbalized and 
unstated (self-verbalized) responses of the individual in the test situa- 
tion are learned responses in the sense that they have been engendered 
and maintained as a result of previous interpersonal experiences. In the 
case of Tredgold s so-called defectives who achieved an average intelli- 
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gence rating but “who have proved quite incapable of fending for them- 
selves in the community/’ the question to be answered is: What are 
the differences between the testing and social situations, as interpreted 
by the individual as well as by the observer, which call forth different 
responses, and how may they be related to previous interpersonal and 
learning experiences? To explain social behavior by the presence or 
absence of adaptability, and behavior in the test situation by another 
principle of behavior, is unjustified both in theory and in fact. 

It seems clear that for Tredgold the criterion of mental deficiency is 
the inability to adapt to the “normal” environment of one’s “fellows.” 
Such a criterion, by its ambiguity, involves setting up additional criteria 
of a “normal environment,” criteria which Tredgold does not present. 
To make the problem concrete, Goddard’s study of the Kallikak family 
can be used as a basis for evaluating Tredgold’s definition. Goddard’s 
description of the two families stemming from a common paternal 
ancestor bears repetition: 

“When Martin Sr., of the good family, was a boy of fifteen, his father 
died, leaving him without parental care or oversight. Just before attaining 
his majority, the young man joined one of the numerous military companies 
that were formed to protect the country at the beginning of the Revolution. 
At one of the taverns frequented by the militia he met a feeble-minded girl 
by whom he became the father of a feeble-minded son. This child was given, 
by its mother, the name of the father in full, and thus has been handed down 
to posterity the father’s name and the mother’s mental capacity. This illegiti- 
mate boy was Martin Kallikak Jr., ... and from him have come four hundred 
and eighty descendants. One hundred and forty-three of these, we have con- 
clusive proof, were or are feeble-minded, while only forty-six have been 
found normal. The rest are unknown or doubtful. 

“Among these four hundred and eighty descendants, thirty-six have been 
illegitimate. 

“There have been thirty-three sexually immoral persons, mostly prosti- 
tutes. 

“There have been twenty-four confirmed alcoholics. 

“There have been three epileptics. 

“Eighty-two died in infancy. 

“Three were criminal. 

“Eight kept houses of ill fame. 

’‘These people have married into other families, generally of about the 
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same type, so that we now have on record and charted eleven hundred and 
forty-six individuals. 

“Of this large group, we have discovered that two hundred and sixty-two 
were feeble-minded, while one hundred and ninety-seven are considered 
normal, the remaining five hundred and eighty-one being still undetermined. 
(‘Undetermined,' as here employed, often means not that we knew nothing 
about the person, but that we could not decide. They are people we can 
scarcely recognize as normal; frequently they are not what we could call 
good members of society. But it is very difficult to decide without more facts 
whether the condition that we find or learn about, as in the case of older 
generations, is or was really one of true feeble-mindedness.) 

“Martin Sr., on leaving the Revolutionary Army, straightened up and 
married a respectable girl of good family, and through that union has come 
another line of descendants of radically different character. These now 
number four hundred and ninety-six in direct descent. All of them are 
normal people. Three men only have been found among them who were 
somewhat degenerate, but they were not defective. Two of these were alco- 
holic, and the other sexually loose. 

“All of the legitimate children of Martin Sr. married into the best fam- 
ilies in their state, the descendants of colonial governors, signers of the 
Declaration of Independence, soldiers and even the founders of a great uni- 
versity. Indeed, in this family and its collateral branches, we find nothing 
but good representative citizenship. There are doctors, lawyers, judges, edu- 
cators, traders, landholders, in short, respectable citizens, men and women 
prominent in every phase of social life.”^ 

The first question that might be raised about these families is whose 
environment shall be considered as normal and on what basis.? If being 
able to progress in school, stay within the law, have sexual relations only 
with one’s lawful mate, attend church, and be economically independent 
are to be considered “normal,” then an alarming number of people, of 
whom the “bad” Kallikaks would be an insignificant number, are abnor- 
mal. Included in this group of abnormal people would be not only the 
so-called mental defective but the mentally ill (the psychotics), and that 
large group of neurotic or maladjusted individuals who without psy- 
chiatric supervision or control could not maintain an independent ex- 
istence in whatever is considered their normal environment. Since most 
of these people cannot be considered to be suffering from incomplete 

2H. H. Goddard. The Kallikak family. Macmillan, 1912, p. 18. Reprinted with per- 
mission o£ Henry H. Goddard. 

^Ibtd.. p. 29. 
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mental development — a fact of which Tredgold is cognizant — ^“abnor- 
maP’ behavior cannot be used as a dijfferentiating criterion of mental 
deficiency. It seems safe to state that there is no social behavior or char- 
acteristic peculiar to the defective person which is not found in many 
of the obviously nondefective ones. There may be a wide variety of con- 
ditions which make for a particular kind of social behavior so that the 
fact that the behavior is noted does not allow one automatically to 
ascribe it to this or that set of conditions. 

The problem of what to consider the normal environment of an indi- 
vidual, in order to evaluate his adaptation to it, is further complicated 
when one attempts to determine what Tredgold means by the normal 
environment '"of his fellows” In the case of the Kallikaks, tending as 
they did to be geographically close to each other,^ the “fellows” of their 
environment were other Kallikaks; and from Goddard’s descriptions 
many of them were able to maintain existence in their environment in- 
dependent of supervision, control, or external support. That the niceties 
of life were absent from their environment and that their work habits 
and practices were not above reproach goes without saying, but the fact 
remains that they existed. Following Tredgold’s biological orientation, 
one might be tempted to argue that individuals who could live through 
and maintain an existence in such an appalling environment as Goddard 
describes are biologically a hardy group. 

In summary, Tredgold’s criteria cannot be considered as diagnostically 
helpful because (1) they are stated in a way which may mean different 
things to different people; (2) Tredgold eschews the I.Q. because it 
does not differentiate defectives from nondefectives and hence he is left 
with independent social adaptation as the only criterion of the complete- 
ness of mental development; (3) there is no reason to believe that this 
criterion differentiates defectives from nondefectives any better than 
an I.Q.; (4) the concept of a “normal” environment is very vague and 
seems to be based on arbitrary standards of value and morality, neglect- 
ing the relationship between behavior and cultural variations; (5) be- 
ing able to meet as adequately as one’s fellows the requirements of the 
testing situation is considered as unrelated to the problem of mental 
development. 


4 It IS not unusual to find circumscribed geographical areas within which a “tribe” of 
related defectives can be found. More often than not these pockets, as Tredgold calls 
them {_ 301 , p. 63), are found m country areas. 
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A more general criticism of Tredgold’s approach is that he does not 
present a theory of behavior development from which deductions may 
be made and tested so that one may determine how much weight to 
attach to what factors in understanding an individual’s development. 
Without such a theory one is at a loss to determine how life situations 
are likely to be decisive in eliciting certain kinds of responses, why one 
and not another aspect of a situation can elicit one and not another 
kind of response, why one aspect of a situation elicits one kind of re- 
sponse in one individual (or group) and another kind in a second indi- 
vidual (or group). Unless one assumes that it is decided at birth in what 
situations a child will be fearful, what kinds of people he will like, 
what foods he will eat, with what children he will prefer to play, etc., 
the relation between his changing capacities and reaction patterns on 
the one hand, and life experiences on the other hand, must be studied. 
For example, Tredgold refers in passing to cases with I.Q.’s considerably 
less than 70 whom he does not consider mentally defective. Leaving 
aside the problem of labeling, he does not seem to consider it necessary 
to determine whether the social adequacy of these cases can be related 
to the presence or absence of certain life conditions in certain stages of 
their development; that is, why they behave as they do in contrast to the 
great majority of their fellows with identical intelligence quotients. 
Tredgold leaves untouched the problem of the nature and source of 
individual variation within a group selected on any social or intellectual 
criterion. 


Doll’s Inclusive Criteria 

Not all American workers have been uncritical adherents of the in- 
telligence quotient as the sole criterion of mental deficiency { 61 , 83 ). 
Foremost among this group has been Doll, whose inclusive concept of 
mental deficiency is given in the following quotation ( 70 ) : 

‘^If we look to the substantial work in this field prior to the recent abuses 
of mental tests in the diagnosis of mental deficiency, we observe that six cri- 
teria by statement or implication have been generally considered essential to 
an adequate definition and concept. These are (1) social incompetence, (2) 
due to mental subnormality, (3) which has been developmentally arrested, 
(4) which obtains at maturity, (5) is of constitutional origin, and (6) is 
essentially incurable.” 
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Doll’s justification for the inclusion of the fourth criterion (“obtains 
at maturity”) reveals a more critical approach to the problem of diag- 
nosis than is the case with Tredgold. Doll is acutely aware of how mis- 
leading overall test scores can be, especially during infancy and child- 
hood; how little is known about the relation in some children between 
extreme increases and decreases in rate of intellectual development on 
the one hand, and life experiences on the other; and how important it 
is to consider unfavorable situational conditions as a factor in social 
insufficiency. The puzzling nature of the sources of intraindividual 
variations and their bearing on the validity of diagnostic criteria are 
illustrated in Doll’s comments ( 73 ) on Muench’s follow-up study { 212 ) 
of a group of children who in early adolescence had been considered 
feeble-minded by Adams and Doll on the basis of multiple criteria and 
clinical diagnoses. 

“Yet the four of these ten individuals who could be traced and were seen 
18 years later by George Muench appeared to be not feeble-minded. This 
result did riot, we think, prove Muench’s conclusion that some feeble-minded 
individuals can and do make suitable social adjustment, but rather that 
Adams and Doll could and did make unsuitable clinical diagnoses* . . . Was 
their change in status due to the fact that they were not committed to insti- 
tutions but living in a normal society? On the contrary, Muench was unable 
to relate the changes to any specific therapy or regimen. It seems to us that 
Muench’s data reveal delayed growth changes, and such a conclusion would 
be in accord with institutional experience. The present problem is to im- 
prove clinical diagnostic procedures so as to permit the prediction of such 
changes. We believe that the study of motor aptitude, mental pattern, and 
etiology will materially advance such a possibility.” 

One might question whether the concept of delayed growth changes 
has explanatory value or is largely a verbal restatement of the fact that 
test scores changed. The fact that the changes cannot be related to a 
specific therapy or an externally imposed regimen does not contraindi- 
cate the possibility that the systematic variation of the conditions of 
observation (the stimulus conditions), in addition to a more detailed 
knowledge of the nature and effect of previous life experiences and con- 
ditions of learning, may have thrown different light on the response 
tendencies of the individual. Why some people show these “delayed 
changes” and others do not is still a crucial problem. 
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It comes as somewhat of a surprise that Doll believes the present 
attack on some of these puzzling developmental changes should be 
toward better prediction as a result of the further study of “motor apti- 
tude, mental pattern, and etiology. . . Although the problem of pre- 
diction by refining the measurement of what he calls “unitary traits” is 
of importance, one might ask whether it would not be more fruitful to 
focus attention first on those situations in which these traits become part 
of an individual’s response repertoire, and on how variations in these 
situations affect the expression and strength of these traits. When these 
kinds of situational factors and learning principles can be understood, 
the clinician is in a better position to utilize a person’s performance as 
a basis for testable hypotheses not only about previous experiences but 
about reactions to future ones as well. For example, some individuals 
(defective and otherwise) are more adequate with a verbally presented 
problem requiring an oral response than with a problem requiring the 
manipulation and organization of test materials. Before attributing such 
differences to differences in the inherent strength of mental factors, we 
should first note that not all children experience the same degree of 
success or failure, reward or punishment, in their initial efforts at pur- 
posive motor activity. Is it unreasonable to assume that continued ex- 
perience of failure or punishment in such an activity may lead to its 
avoidance or to the experience of anxiety or helplessness when this ac- 
tivity is required.? Levy {UT) has pointed out how maternal overpro- 
tection can rob a child of experiences in neuromuscular performance 
which may result in awkwardness and incoordination in many situa- 
tions. Kibble (2^9) has maintained that poor motor coordination can in 
some cases be related to the mother’s attitude toward and her handling 
of the infant. In some cases where such speech difficulties as stuttering 
develop, Johnson {ISO) has demonstrated that the parents’ unjustified 
fear that speech was not developing normally in their child preceded 
the appearance of the difficulty; that is, the difficulty appeared after the 
parents made their own diagnosis. 

The importance of determining Editions of previous learning, 
the way in which behavior was acquired, increases the complexity of the 
psychologist’s job. It is not sufficient to know that a child is inadequate 
in a certain kind of stimulus task. One must also determine how the 
child views himself in regard to the task, what feelings are engendered 
by its presentation, and under what conditions adequacy might be at- 
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tained. However, without knowledge of the conditions which might 
have produced the particular inadequacy obtained by research or from 
the case at hand, the psychologist’s conclusions have only limited 
significance. 

In an attempt to make the evaluation of the criterion of social incom- 
petence more explicit, consistent, and valid, Doll has developed the 
Vineland Social Maturity Scale which provides evidence of motor, 
social, and linguistic aspects of development in terms of norms avail- 
able for infancy through adulthood (68, 69 ) . In contrast to the Binet, 
the Vineland Social Maturity Scale does not require direct examination 
of the subject but may be administered by interviewing someone who 
is well acquainted with the subject’s everyday activities. The scale at- 
tempts to determine what a person does rather than what he can do. 
For example, on the 12 to 15 year level the individual’s performance in 
the following activities is ascertained: 

Plays difficult games. 

Exercises complete care of dress. 

Buys own clothing accessories. 

Engages in adolescent group activities. 

Performs responsible routine chores. 

One of the chief merits of the Social Maturity Scale is that when in- 
cluded in a test battery it focuses the clinician’s attention on the every- 
day acuvities of the individual and enables him to obtain a more 
comprehensive picture of the subject’s functioning than if only the 
standard tests of intelligence had been administered. Too often the psy- 
chologist unjustifiably assumes that the level on which an individual 
functions on an intelligence test is representative of his functioning in 
all other situations. Defining social competence by a social quotient or 
social age is, however, open to the same objections as defining intellec- 
tual status by a test score. Although the Social Maturity Scale allows 
one to describe the nature of an individual’s social activities, it does not 
allow one to determine the conmmitant motivational factors in his social 
behavior or the social-cultural background in which they were acquired. 
In other words, because an individual obtains a low Binet and social 
I.Q., one cannot conclude that the condition responsible for such func- 
tioning is of constitutional origin, is essentially incurable, and will ob- 
tain at maturity. 
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DolFs awareness of this problem is indicated by his insistence that the 
diagnosis of mental deficiency should not be made until all six criteria 
have been fulfilled. In this connection Doll (74) has maintained that a 
distinction must be made between feeble-mindedness and intellectual 
retardation; in the latter there is intellectual inadequacy with the like- 
lihood of ultimate social competence, whereas essential incurability is 
the hallmark of the former. The intellectually retarded can attain inde- 
pendent social-economic sufficiency, but the feeble-minded presumably 
cannot. According to Doll, intellectual retardation is a pro tern classifi- 
cation, while the diagnosis of feeble-mindedness or mental deficiency is 
not. However, since a diagnosis of mental deficiency includes a predic- 
tion of future status, it would appear that it should also be considered 
a temporary statement of conditions in the sense that confirmation de- 
pends on status at maturity. As long as a fair amount of error is involved 
in predicting status at maturity, the diagnosis of mental deficiency 
might best be considered in many cases as pro tern. Another reason for 
such caution concerns the consequences of a diagnosis of mental defi- 
ciency for the child. Once he is classified as mentally deficient he is 
treated as such, and the psychotherapeutic procedures which have been 
found effective with normals are not attempted with him — even though 
there is evidence that such cases respond to and benefit from such pro- 
cedures (Chapter 10) . It is not an academic question to ask what might 
happen if all cases classified as mentally deficient on the moron level 
were deliberately considered as nondefective and then over an extended 
period of time were given the benefit of the therapeutic procedures 
which have been found most effective with normal individuals. It 
would follow, of course, that in such a study the investigator should be 
able to make whatever environmental changes he deemed necessary. 
From data presented in subsequent chapters of this book, one might 
expect that the results of such a study would necessitate changes in the 
original diagnosis in more than just a few cases. 

•From the above considerations it can be seen that the validity of a 
diagnosis, no matter how inclusive and explicit the criteria, is a function 
of the sensitivity of the procedures employed and the status (at the time 
of diagnosis) of scientific knowledge about the way in which behavioral 
patterns are acquired and change. The present-day status of the psycho- 
logical sciences does not allow one to consider predictions about future 
status and amenability to environmental change as other than tentative 
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and subject to much error. The fact that an individual’s status at matur- 
ity is different than what had been predicted earlier and that the be- 
havioral change cannot be related “to any specific therapy or regimen” 
may be an indication of two things: (1) that our theoretical conceptions 
about behavioral development may be inadequate in that they do not 
take into account certain significant variables, thus preventing the in- 
vestigator from asking “the right questions”; (2) that the diagnostic 
procedures employed may not give a complete or valid picture of the 
variables they purport to measure, significant though these variables 
may be. In Muench’s study, for example, the follow-up procedures were 
concerned with intelligence test level, marriage history, court record, 
education, vocational and economic adjustment, neighborhood, etc. It 
does not appear that these kinds of data should be expected to explain 
behavioral changes. The complete absence of “personal” data does not 
allow one to conclude that motivational and interpersonal factors were 
unrelated to the changes in functioning which Muench obtained. When 
one attributes Muench’s findings to “delayed growth changes,” it would 
seem unjustifiable to assume that the data necessary for accepting or 
rejecting alternative hypotheses (motivational and situational factors, 
etc.) have been obtained. It might also be pointed out that when one 
assumes the presence of delayed growth changes which at present can- 
not be predicted, he is implying that mental deficiency must in some 
cases be viewed as a pro tern classification. 

It should be noted at this point that the reliability and validity of a 
diagnosis of mental deficiency increase as the intellectual level of the 
individual decreases. In the case of idiots, imbeciles, and some morons 
the intellectual and social incompetency is usually found in the pres- 
ence of demonstrable central nervous system impairment which rules 
out the possibility of any significant change in future status. The eti- 
ology of the impairment may be obscure, but the fact that there is im- 
pairment allows one to make some fairly definite predictions. As will 
be seen in the next chapter, this diagnostically happy situation does not 
obtain with many defectives in the moron and borderline classifications 
where the evidence for the constitutional origin of the condition is 
inconclusive or presumptive. 

The failure of many investigators to adhere to a set of comprehensive 
criteria of mental deficiency, such as those given by Doll, makes it ex- 
tremely difficult to determine either to what extent many published 
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studies are comparable or the degree to which one migfe generalize 
from the findings of any particular study. The problem may be illus- 
trated by discussing Schmidt’s recent study { 264 ) entitled “Changes in 
Personal, Social, and Intellectual Behavior of Children Originally Classi- 
fied as Feebleminded.” The subjects in her study were 322 boys and 
girls between the ages of 12 and 14 years who on the basis of intelligence 
tests had been placed in special centers of a large city school system. Of 
the five school centers three (A, B, C) were experimental in the sense 
that a special, individualized, intensive educational program was util- 
ized in the classes; in the remaining two centers (D, E) the usual tech- 
niques were employed. Table I presents the intelligence quotients 


Table 1. The Range, Mean, and Sigma of the LQ.’s for Each of Schmidt’s 
Groups at Beginning of Smdy {264, p. 9) 


Group 

N 

Range 

Mean 

Sigma 

A 

110 

27-^9 

49.58 

104 

B 

91 

35-69 

53.47 

8.6 

C 

53 

27-69 

55.6 

10.2 

D 

31 

55-69 

61.3 

2.3 

E 

37 

50-69 

62.5 

2.1 


for the groups at the beginning of the study. The aims of the special 
educational program were: 

“The purpose of the development of the experimental educational pro- 
gram was to provide school experiences which would help meet the needs of 
the participating boys and girls while in school, and prepare them for 
competent social adjustment in post-school years. To achieve these two 
broad general aims, the instructional program of the 3 experimental centers 
was directed toward these specific goals: (1) development of desirable per- 
sonal behavior; (2) improvement of fundamental academic skills; (3) de- 
velopment of the manipulative arts; (4) improvement of work and study 
habits; (5) learning of occupational and related vocational information; and 
(6) pre-employment experience.” { 264 , p. 40.) 

The school program covered a three-year period and a follow-up study 
extended over a postschool period 'of five years. At 18-month intervals 
each child was administered various tests among which were the Stan- 
ford-Binet (L), Bernreuter Personality Inventory, and the Vineland 
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Social Maturity Scale. Table 2 shows the average score obtained on two 
of the tests by the experimental groups at (1) the beginning of the 
study, (2) the close of the school period, and (3) the end of the follow-up 
period. In contrast to the striking changes found in the experimental 


Table 2. Mean Scores Obtained by Schmidt’s Three Experimental Groups (1) at 
the Beginning of the Study, (2) at the Close of the School Period, and 
(3) at the Close of the Post-School Period ( 264 , p. 87) 


Group 


Stanford-Binet 
1 2 3 


Vineland 

2 3 


A 

50.5 

71.6 

89.3 

60.3 

87.4 

107.2 

B 

54,4 

72.0 

83.8 

59.1 

94.1 

84.8 

C 

47.7 

76.2 

83.0 

64.7 

89.3 

83.8 

Total 

52.1 

71.6 

89.3 

59.4 

91.8 

107.2 


groups the control cases, who were given the Binet five years after the 
beginning of the study, showed a decrease in I.Q. At the beginning the 
average I.Q. of the controls was 60 and after five years it was 56.4. In 
comparing the two groups Schmidt stated: 

. . the Experimental group moved out of the classification of ‘feeble- 
mindedness,’ almost into the ‘dull’ classification. At that point, 11 of the 
group were already testing in the normal range, 1 in the high normal, be- 
tween 100 and 110. Only 1 person tested below an I.Q. of 60. Comparison 
with original tests indicated that, by this 5 years after original enrollment, 
40.6% had already shown gains of 30 or more I.Q. points. There were no 
evidences of loss in any case at this point in the study; only 3 individuals 
showed gains of less than 10 points. 

“On the other hand, the Control group was marked by decrease in I.Q., 
with only 4 of the total 68 showing gain, and such gain not greater than 
4 points. Most of the I.Q. losses were slight, but there were individual losses 
as great as 20 and 22 points. The mean change over the period for the Con- 
trol group was a loss of 3.6 points, as compared with the 25.2 points gain 
shown by the Experimental group. 

“The Binet retest test data here presented appears to substantiate the 
quality of experiential activities recounted for the Experimental group . . . 
and also to help explain the difference in quality and extent of these experi- 
ences over those of the Control group.” ( 264 , p. 90.) 
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On the basis of the standardized measures which she employed, in 
addition to the academic, vocational, and social activities of the experi- 
mental groups, Schmidt concluded that the average adjustment of these 
cases at the end of the study was equal to that of the average adult. 

One of the first questions which might be asked about Schmidt’s 
study is why the cases were classified as feeble-minded. Can one assume 
that these children are similar to those classified as feeble-minded by 
other investigators? In his evaluation of Schmidt’s study Kirk {166) 
pointed out that the cases which she studied “are usually of the edu- 
cable type who can become self-supporting” and are not considered 
feeble-minded. It might also be asked whether any similarity between 
the cases studied by Schmidt and others is due merely to common posses- 
sion of a diagnostic label or to fundamental behavioral and constitu- 
tional characteristics. The problem could be put in the following way: 
When Schmidt uses the word feeble-minded does she refer to the same 
set of diagnostic criteria and investigative procedures as, for example, 
Doll does? It will be seen that the answer must be in the negative. 
According to the data Schmidt presents, the cases she studied showed 
indications of intellectual inadequacy and social incompetence as meas- 
ured by the Binet and Vineland Social Maturity Scale (see Table 2). 
One might say that presumptive evidence for meeting two of Doll’s 
criteria was present. As regards the other criteria Schmidt presents no 
data at all. Was the presumed feeble-mindedness of her cases due to a 
constitutional insufficiency existing at birth or shortly thereafter? Was 
there evidence for assuming that familial-cultural factors were not re- 
lated to the intellectual and social incompetency ?^ Was there reason for 
assuming at the beginning of the study that the condition of these chil- 
dren was incurable? Were there objective grounds for believing that at 
maturity the level of functioning would have shown no change from 
that at the beginning of the study? Since the data necessary for an ade- 
quate answer to these questions are not given, one may conclude that 
by calling her groups feeble-minded Schmidt was referring to the fact 
that they made low scores on tests of intelligence and social maturity. 
By feeble-minded Schmidt does not seem to mean a condition that is 


®Tiiat familial cultural factors were probably related to the intellectual and cultural 
status of her subjects can be seen in Schmidt’s statement { 264 , p. 38) that “cultural patterns 
in the home and community were definitely inferior. ... In addition to . . . material lacks, 
the great majority of the homes were badly riddled by internal emotional conflicts as well.” 
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essentially incurable, will obtain at maturity, and is of constitutional 
origin. It can be seen that the tendency for investigators to utilize differ- 
ent criteria for mental deficiency can only serve to make comparisons 
between studies hazardous and to limit the generalizations which one 
might make from any particular study. 

One may wonder whether the controversy that has arisen about the 
significance of Schmidt’s results is not partially due to different concep- 
tions about the nature of mental deficiency. If one accepts incurability 
as a criterion of mental deficiency, he will naturally be surprised at 
Schmidt’s findings and tend to question their validity. In raising such 
a question it would seem that one is creating a pseudoproblem because 
he would unjustifiably assume that when Schmidt uses the word feeble- 
minded she IS also employing the criterion of incurability. The investi- 
gator who uses incurability as a criterion does not mean the same thing 
by jeeble-mindedness as does Schmidt. Although one might criticize 
Schmidt’s conception of the nature of mental deficiency as being narrow 
and misleading, in addition to limiting the degree to which he might 
generalize from her findings, he cannot conclude that her findings are 
invalid.® The significance of Schmidt’s results must be found in terms 
of her conception of feeble-mindedness, narrow and unacceptable 
though it may be considered by others. However, even when the results 
are judged according to her criteria, their significance can still be con- 
sidered equivocal because the composition of her groups is uncertain. 
At one point {264, p. 8) Schmidt indicated that her groups were not 
necessarily representative of all “feeble-minded” adolescents “since there 
remains always the possibility that variables of physical handicap or 

® Kirk ( 166 ) raised some questions about the authenticity of Schmidt’s data. He could 
not obtain her original data and the inconsistencies he noted were based on statistics from 
the Board of Education of the city in which the study was made and on test data secured 
for a small portion of her classes. He noted the following: (1) The I.Q* distribution of 
Schmidt’s classes was markedly different from that for special classes as a whole in the city, 
suggestive of some kind of selective factor; (2) accordmg to class records the range of 
I.Q.’s in Schmidt’s classes did not correspond to her published data; (3) she did not explain 
how her children, who initially read at first-grade level, could have been given the Bern- 
reuter Personality Inventory, which requires a high level of reading comprehension; (4) 
there were errors of statistical tabulations in the published report. In her rejoinder Schmidt 
(265) maintained that the Board of Education statistics which Kirk employed were so in- 
ternally inconsistent as to be worthless as a basis of criticism. She did not make a point-for- 
point refutation of Kirk’s evaluation. It would seem that until all of Schmidt’s data are 
made available for complete recheckmg, Kirk’s criticisms (and their implications) cannot be 
considered as havmg been conclusively demonstrated to be without foundation. 
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emotional aberration may produce a state of pseudo-feeblemindedness 
not recognized by an examining psychologist.” Schmidt does not esti- 
mate how many of her cases may have been pseudofeeble-minded and 
one is forced to question the homogeneity of her groups. Had more 
comprehensive criteria of mental deficiency been used, Schmidt’s atten- 
tion might have been more sharply focused on those familial-cultural 
and developmental factors which allow for determining pseudofeeble- 
mindedness. It should be noted that her criteria of mental deficiency do 
not allow her to describe the composition of her groups at all precisely. 
In duplicating her study one could not be sure that “similar” cases were 
being obtained. 


The Cultural Factor 

Before concluding this chapter mention should be made of a problem 
which is of importance in a discussion of the criteria of mental defi- 
ciency. This problem is concerned with the relation between cultural 
factors and test scores. One might more correctly say that the problem 
is the failure of the investigator to relate his test findings and behavioral 
observations to the individual’s cultural background. For example, com- 
paring an individual’s behavior to social norms, on the basis of which 
social competency is evaluated, raises the following questions : How did 
psychological and cultural factors interact to produce this individual’s 
behavior, and how representative is this constellation of the group on 
which the norms were based? One might approach this problem by 
asking still another question: Why hesitate to evaluate an African 
native child by the norms of the Stanford-Binet or the Vineland Social 
Maturity Scale? I^sychologists and anthropologists would answer that 
the environmental stimuli (conditions, practices, attitudes, etc.) to 
which the African child learns to respond are so different from those of 
our culture that one is not justified in evaluating his behavior in situa- 
tions to which he has never been exposed. The fact that the Alorese 
people of the South Pacific include the eating of rats in their diet can- 
not be judged by our own culturally determined attitudes. In both cases 
the reactions to the sight of the rat call forth learned patterns of re- 
sponse, the difference in reaction being a cultural one. Although most 
people would agree that it would be unsound to evaluate the African or 
the Alorese by the cultural practices of Americans, the fact is often 
overlooked that Americans (or other western groups) differ so widely 
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among themselves that it seems more correct to speak of American cul- 
tures instead of an American culture. There are behavioral differences 
between people who live in the country and those who live in the city, 
between those in one geographic region and those in another, between 
those with some education and those with a good deal of it, between 
those of one religion and those of another, etc.'^ Although these differ- 
ences are not as extreme as those found between primitive and western 
cultures, the fact that there are wide cultural variations within a large 
national or political unit would seem to make it necessary to study the 
relation between behavior and these variations in cultural practices. In 
the case of a Kallikak child, for example, it is clear that the practices, 
attitudes, and people to which he was exposed were quite different from 
what many other non-Kallikak children experienced. A Kallikak 
mother did not rear her child the way non-Kallikak mothers did. How 
and why the Kallikak mother rewarded and punished her child, and 
for what behavior, would not be characteristic of the non-Kallikak 
mother. In other words, the “culture” of the Kallikak child was differ- 
ent from that of other children and to evaluate the social behavior of 
the former by the norms of the latter may be quantifying the difference 
but not explaining it. That cultural differences may be related to, al- 
though not necessarily caused by, intellectual differences points up the 
importance of determining the relation between behavior and cultural 
constellation. A study of such relationships raises the question as to 
what cultural practices are psychologically relevant in the sense that 
variations in these practices produce behavioral variations. 

The untenable nature of psychological test interpretations which are 
not related to the cultural background of the group being studied can 
be seen in Rau’s study (2^5), the object of which was “to discover to 
what extent there was feeblemindedness among the children in the 
country schools of chosen districts of a county in Devon, England, 
where there was reported to have been a great deal of inter-marriage 
due to isolation.” Psychological tests were given to the children and on 

^ Kinsey, Pomeroy, and Martin’s study (165), Sexual behavior in the human male, is 
an excellent example of how variations in the expression of a particular area of behavior 
are related to variations in such culmral factors as educauonal level, occupational status, 
rural-urban background, religious group, degree of religious adherence, and geographic 
origin. There is reason to believe that intellectual and social functioning is also influenced 
by these factors. How these factors impinge upon and become psychologcially relevant for 
the developing individual remains a problem for research. 
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the basis of their scores Rau concluded that more than half of the chil- 
dren were mentally deficient. The following" description of one of the 
villages she visited serves as a basis for evaluating the meaningfulness 
of her conclusions. 

“As the size of the families ran from four to ten, the struggle to get along 
was rather extreme in some cases. There were busses several times a day to 
the nearest town, and although the inhabitants would have to walk only a 
mile each way in order to catch a bus, the headmistress said that very few 
ever went, and those few went only to the cinema, and did not mix with 
the town people. While talking to a village wood chopper, working on the 
squire's land, it was found that he had never left that part of the country 
because he was afraid of wild animals! This is just an example to show the 
extreme ignorance of these isolated people about the outside world. That 
man earnestly believed that there were wild animals in all other parts of the 
country that would hurt him. He willingly admitted that he could not ‘get 
on' here, as there were no opportunities, but he was afraid to leave. 

“The children in the school had never seen a railway station until they 
were taken by the present headmistress about two and a half years before. 
At present they very seldom went away, and some had never left the village. 
If they are taught anything about history or current events, all the subjects 
have to be in some way related to their present lives, or it makes no impres- 
sion, for it is so very far removed. The whole atmosphere of the village was 
friendly, although a bit gossipy, and the people mixed among themselves 
quite well. 

“As far as the school was concerned, the work being done was rather 
doubtful, for, although the headmistress was very sincere in her attempts, 
and seemed to honestly believe that her methods were correct, anyone who 
has ever seen dull children taught in a special school would soon see that 
much was left undone. One could hardly blame this on the teacher, as she 
had received training solely for normal children, and although she was very 
definitely interested in the children's mental state, she considered them hope- 
less. Her main complaint was of their very bad memories and lack of con- 
centrating power. In the first place, she was not a woman of very steady 
nerves, and the situation had become rather acute by the time the visit was 
made. Her children were yelled at too much, and they were so continually 
being punished that it had ceased to mean anything to them. The school 
room was in a constant stir, both with the children talking and the teacher 
yelling at them, which is hardly an appropriate atmosphere for learning. 
As was said before, the blame cannot be placed upon the teacher, for unless 
she has been especially trained or adaptable to that sort of work, it can easily 
be seen that the situation was not an easy one. The fact that she had lost her 
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husband a few months before and was only sleeping every other night when 
she took sleeping powders probably made a very great difference in her 
behavior, and it is hardly fair to judge her teaching from one visit. 

“Most of the children had to walk up a hill a mile long to come to school, 
and, as nearly all went home to lunch, they made the climb twice every day. 
This was rather hard on some of the very young children, though they did 
not seem to mind, even if they did get tired. The school hours were from 
9:30 to 12:30; 1:45 to 4:30, with two short play periods. There were two 
rooms, one for infants, and one for all the other standards together. For this 
reason there was a great amount of individual work done, as class work with 
so many different ages was impossible. The teacher stayed with the older 
children entirely, and the infants were taught by a supplementary teacher, 
who was a distant member of the first family mentioned, although she 
seemed very capable and interested.’’ 

In light of such conditions several questions can be raised : How help- 
ful or psychologically revealing is it to compare the test scores of these 
children to norms derived from testing children of a rather different 
cultural background.?^ If one attributes the condition of the children 
who were “mentally deficient’' to intermarriage and isolation, how does 
he explain the cases whose scores were on the average level or above it.? 
Were defective and nondefective children found in the same families.? 
Can one assume that child-rearing practices among the village families 
were the same.? Were the children who received low test scores also 
inadequate in meeting the demands made upon them by their own 
culture? It would seem that one is justified in concluding that the data 
necessary for understanding the nature and source of these children’s 
psychological functioning are not contained in test scores or in super- 
ficial descriptions of community organization. 

The importance of cultural factors may be seen in the studies by 

® The relation between test scores and cultural background is often overlooked. In this 
connection it is interesting to note the attitude of Binet and Simon as reflected in the fol- 
lowing statement made by them in 1908 {39, p. 267) : “In the word, retardation is a term 
relative to a number of circumstances which must be taken into account in order to judge 
each particular case. We can make the boundary between moronity and the normal state 
more definite by considering a special category of subjects. We wish to speak of defective 
adults whom we have had occasion to observe in the Parisian hospitals who were subjects 
for custodial care. This forms a special category for many reasons: first on account of 
nationality and race,, it is a question as to whether they are Parisians or persons living in 
the regions of Paris; second, on account of social conditions; all belong to the laboring 
class. The limit that we place for them would not be correct for any others; we express 
complete reserve for the application of it which one would wish to ma\e for subjeas of 
di’fferent envhonments.^* (Italics mine.) 
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Warner and Lunt { 309 ), Davis, Gardner, and Gardner { 64 ), and 
Warner, Havighurst, and Loeb { 310 ) on the relation between social 
class and behavioral patterns. These studies demonstrate how different 
the cultural pattern of one social class in a community may be from 
another in the same locale. The child born and reared as a member of 
a particular social class experiences or is exposed to different influences 
than is the child of another social class. Unless the factor of social class 
is taken into account, any attempt to understand the acquisition of be- 
havioral patterns, their intellectual or social aspects, will be superficial 
and misleading. 

The importance of cultural factors has also been shown in anthro- 
pological investigations { 34 , 79 , 158 , 206 , 207 , 322 ) . These studies have 
underlined the importance, among other things, of variations in child- 
training practices and family constellations as sources of variation in be- 
havior. Differences in child-training practices have been found important 
for understanding differences not only between cultures, but within a 
culture as well. DuBois’ study (79) of the Alorese culture illustrated 
this point very clearly. The Alorese mother, who was required to work 
in the fields, could take care of her child only before she went to the 
fields and after she returned. As a result the child did not have the sup- 
porting influence of the mother during his most formative period. As 
Kardiner pointed out { 159 ) : “Tensions from hunger, the need for sup- 
port, for emotional response, were therefore greatly neglected, and the 
child was left in the care of older siblings, relatives, or other persons. 
The consistency of the disciplines was therefore destroyed; the image 
of the parent as a persistent and solicitous helper in case of need was 
not built up. The ego was feeble in development and filled with anxiety. 
The patterns of aggression remained amorphous.” The failure of 
Alorese parents to react to their children in a consistent, sympathetic, 
and satisfying manner was evident not alone during the infancy period. 

‘"Parents have no scruples about appropriating anything a child may have, 
or about treating it carelessly at the same time that they admit the child’s 
ownership of the property. This is in marked contrast to the rigidly scrupu- 
lous attitudes of some other nonliterate peoples such as certain American 
Indian tribes. Repeatedly I gave children small gifts, ranging from candy to 
a tin container, only to see these gifts in the hands of an adult a few minutes 
later, while the child stood by without source of redress. One of the major 
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difficulties in using free-play techniques was that adults could not be kept 
trom joining the children and appropriating the toys. As young people be- 
gin producing or acquiring property of greater value in adult eyes, this 
situation becomes more acute. ... A quarrel between two boys over a bow 
illustrates several aspects of this situation. 

“Padalang, a boy of about fourteen, gave his bow to an uncle, who prom- 
ised to mend it for him. When it was mended, the uncle handed the bow to 
his son instead of returning it to his nephew. The son in turn loaned it to a 
playmate, who broke it beyond repair. When the nephew discovered what 
had happened he went to the house of the boy who had broken the bow and 
seized his bow in compensation — a thoroughly adult procedure. The two 
boys came to blows and soon both were bellowing with rage and pain. Adults 
took a hand in separating them and suggested various compromises, which 
the enraged boys both stubbornly refused to accept. Adult relatives became 
sufficiendy excited to begin snatching the bow from each other s hands. At 
this point two neutral observers rushed in, seized the bow, and broke it 
into pieces. 

“Fantan the Interpreter, who was one of the two neutral observers, com- 
mented afterward that they would not have dared to break the bow in this 
fashion if two adults had been quarreling, but instead everyone would have 
taken sides and tried to setde matters by compromise. Trivial as this inci- 
dent is, it illustrates not only the helplessness of children in protecting their 
own property, but also the peculiar harshness toward growing children that 
manifests itself repeatedly in teasing, ridiculing, frightening, and beating, 
as well as in a certain contemptuous highhandedness where their property 
interests are concerned. . . . 

“In addition to corporal punishment, teasing, ridicule, and deception are 
widely used, not only in disciplining children but also as favorite forms of 
amusement, especially among young men. I have seen youths in their late 
teens and early twenties send boys on fool’s errands and deceive them with 
false promises of rewards for services, and then guffaw with laughter when 
the crestfallen child returned. Fantan the Interpreter one day called to an 
eight-year-old girl whom we passed on the trail, saying he had just left 
some honey at her house and she had better hurry home for it. Actually, we 
had taken some ripe breadfruit to her house but it had been eaten up before 
we left. On another occasion, a man of about twenty-eight sent a twelve- 
year-old boy to fetch a bunch of bananas he said he had left at the foot of 
the village. In return he promised the boy six of them. The boy raced glee- 
fully to the indicated spot but returned saying he had not found them. He 
was sent off again, and when he returned the second time he realized that 
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he had been deceived. A group of six or seven grown men were sitting about 
watching the procedure and laughing heartily, to the boy’s evident shame 
and anger.” ^ 

With such childhood experiences it is not surprising to find that 
stinginess about food and strong mutual distrust of each other were 
characteristic of the Alorese. They constantly haggled over money and 
power. But the accumulation of wealth was accompanied by the fear 
that the envy of others would be aroused. The giving of a feast was 
the technique employed by the wealthy individual to satisfy the oral 
needs of the envious as well as to reduce his own anxiety about their 
aggressive feelings toward him. However, there were individual differ- 
ences among the members of this society. These were revealed in the 
eight biographies which Du Bois was able to obtain. “Each of these eight 
people had an individual character, but nevertheless all had certain fea- 
tures in common, not because they followed certain conventions in 
common but because the deeper fabric of their personalities was molded 
on similar lines. Furthermore, the points at which the individuals 
differed in character structure could be clearly tracked down to varia- 
tions in the influences at work during the period of growth. Where 
parental care was good, specific variations in character appeared” ( 159 ) . 

Although the relation between child-training practices and behavioral 
pattern has received increasing attention in recent years, the relation of 
the former to intellectual functioning has not received the attention 
which it seems to merit. In a later chapter an attempt will be made to 
state the possible importance of cultural factors for some of the problems 
in mental deficiency. 

®C. DuBois. The people of Alor. University of Minnesota Press, 1944, p. 63. By per- 
mission of the publisher. 



Chapter 2 

PROBLEMS IN CLASSIFICATION 


In the present chapter some of the ways in which mental defectives 
have been classified will be discussed. As was pointed out in the preced- 
ing chapter, the term mental deficiency is applied to a group of indi- 
viduals among whom the heterogeneity of symptoms is very marked. 
One of the purposes of a classificatory schema is to group cases in such 
a way that the differences between groupings are greater than the dif- 
ferences within groupings. In short, the aim is to produce homogeneous 
groups. The question, of course, is, homogeneous for what variables.^ 
One could group mental defectives according to sex, for example, and 
have perfectly homogeneous groups. However, if one were interested 
either in the origins of the mental deficiency or in the social-psycho- 
logical-educational consequences of the condition, classification accord- 
ing to sex would not be particularly helpful. If professional journals in 
the field of mental deficiency can be used as a guide, the primary inter- 
est of some researchers, mostly physicians, is in determining the eti- 
ological factors (i.e., germinal defects, metabolic and glandular dis- 
orders, birth injury, infection, etc.) which produce mental deficiency. 
Other researchers, primarily psychologists, have been interested in the 
behavioral consequences of mental deficiency, some workers being 
cognizant of and controlling for etiological differences while others 
overlook them. The differences of interest among researchers are re- 
flected in differences in the classificatory schemes they employ. How- 
ever, as psychological procedures have become more refined and their 
validity more firmly established, they have been increasingly utilized as 
a research tool in the study of etiological factors. Later on in this chapter 
it will be seen that for a large segment of the mentally defective popu- 
lation (the garden-variety defective) the psychological approach may 
be most important in establishing the role of certain etiological factors. 
Before taking up various classifications it seems advisable to devote 
some attention to the distinction between etiology and diagnosis. 

25 
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Diagnosis refers to the procedure whereby one attempts to correlate 
observations and measurements so that predictions about the course of 
a presenting condition may be made and appropriate therapeutic 
measures taken. The significance given to what is observed depends 
primarily on the clinician’s previous experience with a wide variety of 
conditions and his knowledge of the systematic findings of others. For 
example, the fact that an individual has a high fever is not a particularly 
helpful finding because it may be the result of a wide variety of condi- 
tions. If in addition to the high fever the individual has a rapid pulse, 
sore throat, vomiting or chills, the physician is able to narrow down 
the range of possible conditions which might explain the presenting 
symptoms. At this point therapeutic measures might be started, but the 
course of the condition cannot be definitely predicted because the pre- 
senting symptoms could appear in widely differing conditions. If shortly 
after the onset of the above symptoms the individual’s tongue has be- 
come red at the tip and edges and its papillae red and swollen, and a 
scarlet-red eruption has appeared on the individual’s body, the constel- 
lation of symptoms makes the diagnosis of scarlet fever the most likely 
among remaining possibilities and predictions about future status a less 
hazardous procedure. It is obvious that the diagnostic procedure is not 
a mere recording of isolated symptoms; it involves a detailed noting 
and weighting of symptoms according to the constellation in which they 
appear, an acute awareness of the overlapping of symptoms among a 
wide variety of conditions, and the need to subject one’s conclusion to 
the test of subsequent events. 

Etiology, in contrast to diagnosis, refers to the study of the origin of a 
condition, that is, an attempt to describe the antecedent factor or factors 
without which the condition would not occur. It is apparent that a con- 
dition can be diagnosed without knowledge of the etiological factors. 
In the case of scarlet fever, for example, the condition was described or 
diagnosed for many years before the particular streptococcus responsi- 
ble for it was isolated. The common cold and cancer are a few of the 
many conditions which can be diagnosed without knowledge of the 
etiological factors. The importance of the study of etiological factors is 
that their isolation allows for a more^ direct attack on the problem of 
therapy and prevention. 



PROBLEMS IN CLASSIFICATION 


27 


Tredgold’s Classification 

In the following pages Tredgold’s etiological classification will be 
discussed first not only because of historical priority but because of its 
continued use by most workers with only minor variations. Following 
Tredgold’s classification the more general, psychologically oriented, 
diagnostic groupings will be discussed. 

According to Tredgold, cases of mental deficiency can be divided, in 
regard to their causation, into four groups: 

1. Amentia or mental deficiency due to inheritance. In these cases 
the defect is considered to be of “germinal, intrinsic or endo- 
genous” origin. Tredgold has labeled this group the primary 
amentias. 

2. Amentia or mental deficiency due to environment. In these 
cases the defect is of extrinsic or exogenous origin. Tredgold has 
labeled this group the secondary amentias. 

3. Amentia or mental deficiency due to both inheritance and en- 
vironment. 

4. Amentia or mental deficiency without discoverable cause. 

It should be noted that the terms primary and secondary amentia each 
refer to conditions in which the constellation of symptoms, the behavior 
and physical manifestations, are by no means similar. As will be seen 
later, among the primary amentias will be found individuals with gross 
cortical defect, no observable cortical defect, severe metabolic disfunc- 
tion, no metabolic disturbance, intellectual functioning on the idiot 
level, and intellectual functioning on the moron and borderline levels. 
These conditions are grouped together because of some assumed defec- 
tive characteristic in the genes contributed by either or both parents, the 
defective characteristic being the antecedent factor without which the 
condition would not have arisen. The defective characteristic is pre- 
sumably not the same in the different conditions. Since knowledge of 
gene structure in human beings is extremely meager and is not derived 
from direct observation, statements about the mechanisms of heredity 
are largely based on animal and plant experimentation. Despite these 
obstacles, there is abundant evidence that certain human physical char- 
acteristics (skin color, eye color, etc.) can best be explained by the 
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mechanisms of heredity experimentally studied in plants and lower ani- 
mals. Such explanations are given weight because there are no other 
testable assumptions which can explain the available facts or ma\e as 
accurate predictions. Where alternative explanations are available and 
can be experimentally attacked, attributing a condition to a germinal 
disposition can be regarded only as a tentative conclusion. This is espe- 
cially true where the condition being studied is distinguished not by 
observable or measurable physical characteristics, justifying the drawing 
of a parallel with animal studies, but by a response or behavioral pattern 
which has been learned in a particular cultural setting. A child born of 
Chinese parents in China will “inherit” certain physical characteristics 
similar to those of the child born of Chinese parents in America; how- 
ever, the response or behavior patterns of these children will be different 
although the same psychological principles of behavior are operative in 
both cases. To attribute behavioral similarity between parent and child 
to some kind of germinal disposition is to assume that the cultural 
milieu in which the behavior was and is elicited, the relation between 
response and stimulating situation, is of secondary importance. Such an 
approach overlooks the fact that behavior does not exist in the genes 
and cannot be “explained” by them. That physical or constitutional 
factors are important in behavioral expression is not the same as saying 
that they are the “cause” of the behavior. 

Explanations which attribute behavioral similarity between parent and 
child to mechanisms of inheritance seem to be a device that is used 
whenever data necessary for an explanation according to psychological 
principles are not available. If all of a man's children should have as 
ungovernable a temper as he has, some people might look upon this 
datum as an indication of the potency of inheritance {301, p. 255 ) . These 
same people would probably not advance such an explanation if this 
man and his children shared a violent dislike for baked beans. The fol- 
lowing statement of Tredgold regarding the role of inheritance in 
mental deficiency bears close scrutiny {301, p. 27 ) : 

“The presence of an hereditary, and therefore germinal, disposition is 
shown by the occurrence in the family of a marked and exceptional amount 
of mental abnormality. This abnormality, however, is not always of the 
same kind, and it occurs in two, possibly three, different forms. In the first 
the mental abnormality in the family is of precisely the same kind as that in 
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the patient, the best known example being amaurotic family idiocy. In the 
second, the family abnormality is chiefly in the form of intellectual dulness, 
but other forms of mental disorders also occur, and it may be that there is 
no essential difference between this and the next group. In the third, the 
inheritance takes the form of a variety of mental abnormalities; thus one 
member may have been insane, another psychoneurotic, another epileptic, 
another a dement, and perhaps another a dullard or a defective. In my experi- 
ence, the majority of cases of primary amentia come from families of this 
latter kind, and which are characterized by an exceptional proneness to 
different forms of mental abnormality.” 

It would seem justifiable to conclude from Tredgold’s remarks that 
any and all behavioral deviations may be considered inherited if there 
is any indication of “neuropathic ancestry” and even if widely differing 
deviations occur in the same family. If one member of the family has 
delusions of persecution, another obsessive fears of dying, and another 
is intellectually retarded or defective, this extreme diversity of behavior 
can be explained by merely assuming that gene changes have taken 
place. Why the gene changes in one offspring should result in schizo- 
phrenia instead of some other mental disorder, why another offspring 
should be psychoneurotic instead of epileptic, and why still another 
should be intellectually dull instead of a manic-depressive psychotic are 
questions about individual variation for which Tredgold has no answer 
except to postulate unobservable and unmeasurable gene changes. It is 
somewhat paradoxical that Tredgold’s reliance on gene changes as the 
etiological factor does not allow him a greater range of accurate pre- 
dictability, as one would expect, but instead makes prediction prac- 
tically impossible. A theory which explains the facts but cannot predict 
them is not particularly helpful. 

Tredgold’s contention of a genetic relationship between mental dis- 
order, such as schizophrenia, and mental deficiency is not supported by 
the facts. Kallmann, Barrera, Hoch, and Kelley { 156 ) have studied the 
frequency of mental deficiency in the blood relatives (siblings, children, 
grandchildren, nephews, and nieces) of an unselected group of schizo- 
phrenic hospital patients among whom were 218 twin pairs with schizo- 
phrenia in at least one member. Monozygotic or identical and dizygotic 
or fraternal twin pairs were used. Data on the incidence of schizophrenia 
and mental deficiency in the families of a group of normal and retarded 
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children were also available. As the authors point out (256), in order 
to confirm the assumption of a genetic relationship between schizo- 
phrenia and mental deficiency one would expect that: 

1. There should be an increase in the frequency of mental deficiency 
among the blood-relatives of schizophrenic persons, and this in- 
crease should be proportional to the degree of consanguinity, show- 
ing the highest values in the group of the monozygotic co-twins of 
schizophrenic twin patients. 

2. The incidence of schizophrenia should be increased in the offspring 
of feeble-minded parents as well as in those individuals who have a 
mentally defective parent in addition to a schizophrenic one, as com- 
pared with the schizophrenic rates for the children of normal aver- 
age parents and for the descendants of matings between one schizo- 
phrenic and one normal parent, respectively. 

The statistical results did not in any way confirm the above suppositions 
and the authors concluded that their findings were “obviously in contra- 
diction'* to a theory which postulates a genetic relationship between a 
mental disorder such as schizophrenia and mental deficiency. 

Although Tredgold’s conception of genetic transmission cannot be 
accepted in toto, there is general agreement that certain kinds of mental 
deficiency have a genetic origin. For classificatory purposes these can be 
divided into (1) those conditions, like amaurotic idiocy and phenyl- 
pyruvic oligophrenia, in which there is a fairly definite and consistent 
constellation of physical-anatomical-metabolic symptoms, and (2) those 
cases, like the Kallikaks,- in which 'physical symptomatology is largely 
absent and intellectual and social incompetency are the outstanding 
characteristics. In the former, as will be seen later, the frequency of ap- 
pearance of the condition in the immediate family and ancestry, to- 
gether with the striking similarity of physical symptoms, can best be 
explained by the presence of a recessive or dominant gene; in the latter, 
the similarity of inadequacies between parent and offspring is thought 
to be best explained by a lack of potentiality for normal development 
which presumably has its origin in a not normally differentiated set of 
genes. In most of the cases where the condition is characterized by a 
fairly clear-cut constellation of physical symptoms, the intellectual defi- 
ciency is very severe, usually falHng in the idiot and imbecile classifica- 
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tions, whereas in the case of the Kallikak or '^g^arden-variety” type, the 
individual usually falls in the moron or borderline classifications. 

It should be noted at this point that in cases with a well-defined con- 
stellation of physical symptoms there is no correlation between the oc- 
currence of the condition and such factors as cultural setting, economic 
status, psychological factors involved in parent-child relationships, life 
experiences, and prenatal or postnatal injury. There is no available al- 
ternative explanation which covers the facts as well as one \yhich assumes 
the presence of a recessive or dominant gene. Not only does it explain 
the facts but it states the conditions under which the unique constella- 
tion of symptoms will occur again. With the garden-variety type of 
mental deficiency, however, the picture is not as clear-cut. Starting with 
the fact that one or both parents of these cases has been judged intel- 
lectually and socially incompetent, it is apparent that such cases will 
usually be found in a cultural setting different from whatever is con- 
sidered the norm, in the most physically impoverished surroundings, 
and experiencing a parent-child relationship which again is different 
from whatever is considered most conducive for the optimal develop- 
ment of a child. The descriptions of Goddard {104, 105), Town (299), 
and others bring this out clearly. 

Skodak’s Study of Foster Children 

The relationship that exists in garden-variety deficiency between in- 
tellectual and social incompetency on the one hand, and a variety of 
psychological-economic-cultural factors on the other, raises the which- 
came-first question: What is the etiological factor or factors.? Skodak’s 
study (27 J) of the intellectual growth of children in foster homes might 
well serve as a basis for a discussion of this question. In her group of 
154 children, 140 of whom were illegitimate, who had been placed in 
foster homes before six months of age, Skodak found 16 children whose 
true mother had been adjudged feeble-minded (273). 

“Since the development of children whose parentage is known to be de- 
fective but who have nevertheless been placed in foster homes of average or 
above average status furnishes the greatest possible contrast between true- 
family background and environmental opportunity, the group of children 
whose background was known to be the poorest in the entire group was 
selected for special study. Sixteen children were available whose mothers 
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ranged from 50 to 74 in LQ. and had in addition been diagnosed as definitely 
feeble-minded on the basis of other criteria. The mean LQ. of these mothers 
was 66.4, their mean educatiori 7.6 grades. The mean education of the true 
fathers of the children was ninth grade and their mean occupational classi- 
fication 6.3, or equivalent to very slightly skilled laborers. The social his- 
tories of the true families were strikingly poor, with many near relatives in 
state and local institutions, long records of family dependency, and other 
characteristics associated with familial inferiority.*" 

Van Steenberg’s descriptions (281, p. 361) of the true mothers and the 
conditions in which they lived, descriptions which are based on a fob 
low-up field study, in addition to Skodak’s own statements, suggest that 
most, if not all, of these feeble-minded women would be classified as 
the ‘"garden-variety” defective in Tredgold’s classification of primary 
amentia. Van Steenberg s descriptions are strikingly similar to God- 
dard’s portrayal of the Kallikaks. 

When the 16 children of defective mothers were examined at approxi- 
mately 2y2 years of age, they had an average LQ. of 116; when they were 
retested at approximately 5 years of age their average LQ. was 108. The 
decrease in LQ. from first to second test is undoubtedly due in large part 
to the well-known unreliability of test scores obtained with young chil- 
dren; that is, knowledge of a 2-year-old child’s LQ. does not allow one 
to predict too accurately what his quotient will be when he is 5 years 
old. However, knowledge of a 5-year-old’s score enables one to predict 
much more accurately what his standing is likely to be when he is 10. 
Although Skodak’s group is admittedly small, should future study of 
these children continue to show the same results, a reorientation of 
thinking regarding the etiology of garden-variety mental deficiency 
will be in order.^ Skodak’s findings were foreshadowed in God- 
dard’s Kallikak study done in 1914. He noted four cases who had been 
removed from the Kallikak culture when they were children and had 
been reared with “good” families (104, p. 61). In two cases both parents 
were defective and in two cases one parent was defective and the other 
normal. There was no indication that any of the four were feeble- 
rninded, a statement which could not be made of any of the other 
siblings. Goddard also notes two other Kallikaks who were removed 
from their environment at an undetermined age; one of these he has 

^ ^ coiMuixication Skodak kindly supplied the writer with the test scares of 

toese children when they were 7 and 13 years of age. At 7 the average LQ. was 96 and at 
13 It was 104. 



PROBLEMS IN CLASSIFICATION 


33 


labeled feeble-minded and the other undetermined {104, p. 62). In both 
these cases the data presented are inadequate for anything but a hazard- 
ous conclusion. The criteria which Goddard used to diagnose mental 
deficiency are very vaguely stated and the field data only sketchily pre- 
sented. If two clinicians personally observing the same individual can 
arrive at different conclusions or diagnoses, the amount of error in- 
volved in the interpretation of a field worker’s observations, based some- 
times on secondary and tertiary sources, must be considerable. God- 
dard’s diagnostic labels have an unknown degree of reliability and 
validity which imposes a serious limitation on his conclusions. Before 
making any further generalizations on the basis of the work of Skodak 
and other investigators, Woodworth’s {326) criticisms of Skodak’s 
study should be discussed. 

Three major criticisms of Skodak’s interpretation of her findings on 
the above group of sixteen children have been advanced by Woodworth. 
The first is {326, p. 64) : ‘'The sample is certainly selected — selected, that 
is, by the placement officials who must not place a child known to be 
feeble-minded and who would scarcely place a child of a feeble-minded 
mother until they were reasonably sure the child was normal. How 
many children of feeble-minded mothers were not placed we are not 
told, and consequently we have no basis for computing the expectancy 
of low, medium and high intelligence in children of defective parents.” 
This is a valid criticism which should act as a caution against over- 
generalization. In any future study of a similar group it would be neces- 
sary to know not only which children of defective mothers were not 
placed but, equally important, the procedures, psychological and medi- 
cal, on the basis of which the decision not to place such children was 
made. If there were children who were not considered “normal” for 
placement, how was the decision or diagnosis arrived at? As was stated 
previously, psychological tests or developmental scales are not very re- 
liable with infants, so if some children were not placed because of test 
scores the error of selection might well be lessened by an unknown 
degree. Another mitigating factor that must be taken into consideration 
in evaluating the possible size of the selective error is that if Skodak had 
a large, unselected group of feeble-minded mothers a small percentage 
would be expected to have children with central nervous system im- 
pairment which would prevent normal development. If intellectually 
normal mothers give birth to such children, there is no reason why de- 
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fcctive mothers would not be expected to do so as well The observation 
(73) that children of the Kallikak or garden-variety type of mental de- 
ficiency tend to show apparently normal development in the early years 
of life makes one question again how many of the children not selected 
for placement within the first half-year of life had some kind of physi- 
cal or motor disability not necessarily related to the fact that the 
mothers were mentally defective. This statement is based on the as- 
sumption that the defective mothers were largely of the Kallikak type. 

The above discussion should not be interpreted as a denial of Wood- 
worth’s criticism but rather as a statement of the complicating factors 
that enter into the evaluation of a study such as Skodak’s. 

Woodworth’s second criticism is that feeble-minded mothers cannot 
be treated as homogeneous from the standpoint of etiology. “In par- 
ticular, a mother whose defect is due to injury received at her own birth 
should be considered separately. In any such case, there is no reason at 
all for expecting poor heredity in the oifspring.” This is another source 
of error which must be taken into account in designing a study in this 
area. However, as has been pointed out in the previous discussion, there 
is reasonable ground for assuming that the majority of defective mothers 
in Skodak’s study were garden-variety rather than brain-damaged or 
“secondary amentia” cases. 

The third criticism by Woodworth is that “the own mothers of these 
16 children, according to their education and I.Q.’s, belong rather in the 
borderline than in the definitely feeble-minded group.” This criticism is 
based on the fact that the I.Q. of the mothers ranged from 50-'74 and 
that their mean education was 7.6 grades. Regarding the surprisingly 
high level of school attainment of these defective mothers, Stoddard 
(281, p. 363) has effectively demonstrated (1) that the grade placement 
of a child is by no means a good indication that he is doing the work of 
that grade, (2) that in many schools children are promoted from grade 
to grade because of chronological age and not because of achievement, 
(3) that the average I.Q. of the children in a grade in one region may 
be very different than is found in the same grade in another region. To 
those who have had contact with school systems these facts will come 
as no surprise. To utilize the fact that some mothers had I.Q.’s as high 
as 74 as contraindicating a diagnosis of mental deficiency is to assume 
that the I.Q. is the sole and sufficient criterion of mental deficiency. The 
fallacy of this assumption has been pointed out in the preceding chapter 
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and need not be discussed further. That the diagnosis of mental defi- 
ciency in Skodak’s study was made on the basis of multiple criteria is 
apparent from the quotation on page 32. 

On the basis of his critical evaluation of Skodak’s study as well as the 
comprehensive investigation of foster children by Freeman, Holzinger, 
and Mitchell (90), Woodworth concluded: “Both these investigations 
prove that some children of mentally defective parents develop normal 
intelligence when reared in good homes. . . . Before placement policies 
are radically relaxed it would be well to let investigators progress some 
distance farther in exploring the genetic and environmental factors in 
feeblemindedness.” With this conclusion one can but agree. Discussion 
in this area has been clouded by an either-or, black-and-white attitude 
regarding the importance of heredity and environment. Posing the 
problem in terms of an heredity-environment dichotomy, which is more 
apparent than real, overlooks our lack of scientific knowledge about the 
relationship between acquired behavior and the conditions of learning. 
The problem might better be stated as follows: Under what social-cul- 
tural conditions containing what psychologically relevant variables does 
a child of defective parents acquire his behavioral pattern.? How do these 
conditions and variables differ from the case of the child of whatever is 
considered normal parents.? Under what conditions does the child of 
defective parents acquire normal behavioral patterns? Under what con- 
ditions does the child of normal parents acquire behavioral patterns 
similar to those of the garden-variety defective.? Posing the problem in 
this way emphasizes that the problem of the etiological factors in gar- 
den-variety deficiency is part and parcel of the broader problem of indi- 
vidual variations in behavior. 

Regarding future research in this area, it would seem necessary for 
investigators to develop procedures which will allow one to relate 
statements of group differences or variation within a group to specifi- 
able differences in conditions of learning. For example, in the Free- 
man, Holzinger, and Mitchell study the following was found (99, p. 
165): 

“The mean intelligence quotient of the 120 children who had at least one 
mentally defective parent was 92.9. The most significant fact to be noted, 
however, is that the children who remained with their own parents until 
they were at least 5 years of age had a mean intelligence quotient of 87.2, as 
compared with an average of 95.1 for those who were removed before that 
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age. Of the entire 120 children, only 4 (3.3 per cent) had an intelligence 
rating below 70. 

“The second group consists of 26 cases in which both parents were defi- 
nitely reported as being mentally defective. The mean intelligence quotient 
for these children is 81.2, which is considerably lower than that found when 
only one parent was defective. The contrast between early and late removal 
is again shown by the means of 86.0 and 78.1 respectively. The average age 
of commitment for these children was 5 years, 10 months, while that for the 
entire (foster-home) group was only 3 years, 6 months. Moreover, the homes 
in which they were placed . . . were much poorer than those of the group as 
a whole, ... It is thus evident that these children were placed in quite poor 
homes and at a relatively late age. Under more favorable conditions, they 
might be expected to make an even better showing.’’ 

When these findings are considered together with the fact that the 
average intelligence quotient of foster children was significantly lower 
than that of the foster parents’ own children, the importance of parent- 
child relationships in the early years becomes apparent. However, the 
term parent-child relationships refers to an area of knowledge where 
observational procedures are relatively crude and indirect, theoretical 
approaches widely divergent, and experimental studies difScult to carry 
out. For example, what is to be considered a “good home” or a '‘good 
parent”.? In the Freeman, Holzinger, and Mitchell study, homes were 
rated on the basis of material environment, occupation of foster father 
and mother, “social activity,” and "evidence of culture.” Knowledge of 
these factors does not enable one to state the conditions in which the 
own children of foster parents acquired their behavioral patterns. What 
were the infant-rearing practices of the true mothers and foster parents.? 
What differences existed in these practices between a "good parent” 
and a defective one .? To what extent are the intellectual variations among 
the foster children as well as among own children due to variations in 
parent-child relationships? If differences in intellectual level or func- 
tioning are to some degree related to infant-rearing or childhood- 
training practices, it would seem to be equally as important to de- 
termine how much of the intellectual variation within a group is due 
to variations in these practices as it is to determine the sources of varia- 
tion between groups.^ 

2 More often than not the researcher stops his analysis after obtaining differences between 
the groups he is s^dymg. The explanation advanced for the group differences usually does 
not account for the deviant cases in each group, the exceptions which do not prove the 
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The term secondary amentia is applied by Tredgold to those cases 
in which adverse “environmental” factors operating before, during, or 
after birth are responsible for the condition of mental deficiency. By 
environmental Tredgold refers to those internally or externally pro- 
duced conditions which result in irreparable central nervous system 
defect. Encephalitis, German measles, x-ray irradiation, iso-immuniza- 
tion (Rh factor), and birth trauma are some of the environmental 
nonhereditary causes of mental deficiency. It should be kept in mind 
that Tredgold uses the term environmental in a restricted sense which 
may at first be confusing to the psychologically oriented reader who 
uses the term to refer to any stimulus having physical and/or psycho- 
logical relevance that impinges upon the individual. Tredgold restricts 
the term to those constellations of stimuli which result in an irreversi- 
ble brain damage. When in the preceding section it was stated that 
environmental conditions may have a causal relationship to garden- 
variety deficiency (primary amentia), the term environmental was used 
in its broader sense. 

Lewis’ Subcultural-Pathological Dichotomy 

In contrast to Tredgold’s etiological classification, Lewis (156) has 
proposed dividing the mental deficiencies into two main types : the sub- 
cultural and the pathological. Under the pathological type Lewis groups 
all those cases “whose condition is invariably associated with and in 
most cases due to some definite organic lesion or abnormality.” The 
pathological type includes all cases of secondary amentia in addition 
to those primary amentias where the physical constitution is markedly 
different from that of the normal. The pathological type, because of 
the intervention of alien factors, represents a variety of abnormal 
variation from the mass of normal persons. In contrast to this group 

rule. Gill { 102 ) has stated the problem clearly: “Let us suppose a research begins with the 
hypothesis that brain abnormality as detected by the electroencephalogram is correlated 
with a certain type of overaggressive behavior disorder in children. A group of such children 
IS studied and the per cent of abnormal EEG’s is higher than m the normal populaUon; 
but some of the normals have abnormal EEC’s and some of the behavior problems have 
normal EEC’s. The next most productive type of research would be, we believe, an inten- 
sive study of these anomalous cases in the hope of more sharply defining the variables. 
Instead of that, the researcher will more likely turn to the study of the EEG m yet another 
motley group, motley of necessity because of the confused state of our nosology. The result 
is that empirical study is piled on empirical study without progressive delmeauon and 
clarification of variables.” 
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Lewis describes the subcultural type as a form of normal variation: 
“The subcultural . , . includes those cases of mental defect in which 
no such alien factor is found. The deficiency is only an extreme of 
normal variation of mental endowments. There is no definite cleavage 
between this group and the mass of normal persons. The higher grades 
of subcultural deficiency merge gradually into the lower grades of 
dullness or of temperamental instability. There seems to be a close 
biological kinship between the subcultural defective and the main 
body of normal persons— a kinship which cannot be attributed to 
the pathological defective.” 

It is clear that the subcultural defective is the garden-variety, Kallikak 
type of Tredgold’s primary amentia. Although Lewis leans to the 
belief that subcultural deficiency is inherited, he maintains that un- 
favorable environmental (used broadly) factors may in some cases 
account for the condition. 

It should be noted that Lewis’ dichotomy is descriptive rather than 
etiological. He accepts Tredgold’s etiological classification but feels 
that it tends to obscure the social problem which the subcultural de- 
fective presents. Lewis feels that classifying the garden-variety (subcul- 
tural type) defective with other forms of primary amentia does not 
emphasize that the subcultural type, by far the largest of all the defective 
groups, is a pressing social problem which demands remedial measures 
different from those applicable to the pathological type. As Lewis 
himself has said, his dichotomy does not add to our knowledge of the 
etiology of mental deficiency or sharpen available diagnostic pro- 
cedures, but is intended to present forcibly the importance of the prob- 
lem of the subcultural defective. 

It is not clear from Lewis’ discussion why the garden-variety 
defective was given the label subcultural. He does state that the sub- 
cultural type is almost always found in conditions characterized by 
“pauperism, slumdom and their concomitants,” and that under the 
increasing competitive nature of modern society “there is a definite 
tendency for these groups to be precipitated out of the general life of 
the community.” It would seem that Lewis considers the culture of 
these defectives to be not as good as or on a lower level than that of the 
rest of society. Although one might question the scientific value of 
comparing cultures in terms of goodness or badness, the important 
point that Lewis seems to be making is that the culture of these de- 
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fectives is different from that of other groups* It is not surprising that 
Lewis, interested as he was in the problem of social control, should have 
emphasized the almost perfect correlation between certain cultural 
conditions and the appearance of garden-variety or subcultural de- 
ficiency. Although almost two decades have passed since Lewis pre- 
sented his views, there has been relatively little research on the problem 
of the relationship between cultural conditions and intellectual func- 
tioning. By cultural conditions is meant not only physical surroundings 
and economic status but, more broadly, the ways in which the behavior 
of people in the culture impinge upon and mold the behavioral patterns 
of succeeding generations. There is no reason for believing that the 
anthropological procedures which have proved so fruitful in under- 
standing primitive cultures would be inapplicable or less fruitful in 
studying the culture of the garden-variety (subcultural) defective. 

Strauss’ Endogenous-Exogenous Typology 

Through the work of Strauss and his colleagues of the Wayne 
County Training School, the endogenous-exogenous typology has been 
widely used by research workers. The endogenous label refers to the 
garden-variety, Kallikak type of primary amentia, and is also synony- 
mous with Lewis’ subcultural type. The exogenous or brain-injured 
type is defined by Strauss as follows (2S5, p. 4): “A brain-injured 
(exogenous) child is a child who before, during, or after birth has 
received an injury to or suffered an infection of the brain. As a result 
of such organic impairment, defects of the neuro-motor system may be 
present or absent; such a child may show disturbances in perception, 
thinking, and emotional behavior, either separately or in combination.” 

The exogenous label as used by Strauss is not applied to those primary 
and secondary amentias where there are gross or major neurological 
symptoms associated with obvious motor disfunctioning.^ It is applied 
only to those cases, estimated by Strauss to be approximately 15 to 20 
percent of all defectives, where there are minor neurological symptoms 
associated with no obvious motor disfunctioning. The condition is 
diagnosed by Strauss when there is a history of encephalitis, meningitis, 
premature birth, prenatal or postnatal trauma, or very difficult labor. 

3 The term exogenous is not used in this way by all workers. Doll (71) and Heath 
(133, 134) include all defecUves with the exception of the garden-variety type in the 
exogenous category. 
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In addition, those cases who have a negative history o£ brain injury 
but who upon neurological and psychological examinations show the 
"'syndrome of exogeneity’’ are also included in the category. 

If a child’s social and test behavior and the results of the neuro- 
logical examination point to the presence of a brain lesion, he is in- 
cluded in the exogenous category. It should be noted that if neuro- 
logical symptoms are absent but the child’s behavior in social and test 
situations possesses certain characteristics to be described below, he is 
labeled as exogenous. Exogenous cases almost always have parents and 
siblings of normal intelligence, although Strauss recognizes the “mixed” 
type in which a child with defective parents and siblings, presumably 
endogenous, shows exogenous symptoms. The intelligence quotients 
of this group range from approximately 50 to 90. 

Strauss has described the characteristics of the brain-injured or exog- 
enous child in the spheres ot perception, thinking, and social behavior. 
The characteristics which Strauss has found to differentiate the exog- 
enous from the endogenous child in each of these spheres will be 
described briefly.^ 

1. Perceptual. In a task requiring the individual to reproduce a 
design from a model, as in the marble board test described by 
Werner and Strauss (-^17), the reproductions of the exogenous 
child are marked by a discontinuous and incoherent pattern. The 
child does not seem to follow the model, his attention seems to 
skip from one part of it to another, and the finished product appears 
disorganized. Strauss (2S5, p. 35) has said that “one or two inco- 
herent placements on the marble board cannot be regarded as sig- 
nificant, but two or more incoherent moves on more than two 
patterns give strong indication of a disturbed visuomotor percep- 
tion, particularly if the subject shows the same kind of disturbance 
in the execution of his drawings.” The endogenous child shows a 
more systematic procedure, follows the pattern of the model, and 
the correctness of the performance increases with growth or mental 
age. In other studies involving the perception of figure-ground 
relationships Werner and Strauss {319) have demonstrated that the 
exogenous child paid attention to aspects of the perceptual stimulus 
(i.e., a figure embedded in a structured background) which were 

^ Psy^ological studies of the endogenous and exogenous groups are more fully de- 
scribed m Chapter 5. 
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not used by a group of normal and endogenous children. Another 
characteristic noted by Werner (315) in the exogenous child is per- 
severation: the persistent continuation of an activity once begun. 

2. Thinking. In a study of conceptual activity in the exogenous and 
endogenous groups Strauss and Werner (286), using a sorting 
test procedure, demonstrated that the exogenous child is especially 
prone to group objects in a way that is uncommon, far-fetched, 
and peculiar. In other words, objects were put m relation to each 
other on the basis of an unessential detail. 

3. Behavior, By means of a behavior rating scale, Strauss and Kep- 
hart (284) had institution teachers and cottage parents rate a group 
of defective children with whom they were well acquainted. The 
raters were not aware that part of the group was endogenous and 
the other exogenous. The results indicated that the exogenous 
group was reliably differentiated from the others on such items 
as being “erratic, uncoordinated, uncontrolled, uninhibited, and 
socially unaccepted.” 

In the course of his study of exogenous children Strauss was struck, 
on the one hand, by the behavioral dissimilarity between them and the 
endogenous group and, on the other hand, by their similarity to adults 
who had suffered some form of brain injury. In particular Strauss was 
influenced by the work of Goldstein (114) with brain-injured soldiers. 
The comparison of the exogenous defectives with brain-injured adults 
raises several questions. In the case of the brain-injured adult described 
by Goldstein neurological symptoms seem to have been unmistakably 
present and in many cases motor disfunctioning was conspicuous. In 
other words, the neurological criteria for diagnosing brain injury seem 
to have been met. In the exogenous group, however, Strauss states that 
“defects of the neuro-motor system” may be present or absent. Since 
neurological procedures have usually been relied upon to give data on 
the basis of which brain injury has been diagnosed, one might ask how 
Strauss determines brain injury when there is no indication of neuro- 
logical defect. To diagnose brain injury in the absence of neurological 
signs is to assume that “exogenous” behavior, in test and nontest situ- 
ations, arises only when there is a brain lesion. In those exogenous 
cases where there are only minor neurological symptoms one might 
also ask (1) with what frequency these minor signs would appear in a 
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group of clearly normal people, and (2) how reliable is the neurological 
examination in the sense that a group of neurologists examining the 
same patient will come to similar conclusions. Is the neurological 
examination of patients with minor neurological disturbance as reli- 
able as it is with those with major disturbance? Because Strauss’ work 
has given rise to a good deal o£ psychological and educational research, 
further discussion of these problems will be found in the next chapter 
which will be devoted to a more detailed presentation and evaluation 
of some of the procedures, neurological and psychological, by which 
brain injury is diagnosed. 



Chapter 3 

PROBLEMS IN THE DIAGNOSIS OF BRAIN INJURY 


Since the turn of the present century tremendous strides have been 
made toward understanding the relation between behavior and brain 
functioning. Animal experimentation, surgical refinements, improve^ 
ments and innovations in recording apparatus, and the intensive study 
of human subjects suffering from conditions similar to those experi- 
mentally produced in the laboratory animal have all helped to contribute 
to the progress that has been made. The study of the soldier and 
civilian who have suffered a brain injury has been especially helpful in 
showing how changes in behavior may be related to the demonstrable 
lesion. In light of the fact that previous to the brain injury these people 
functioned in an adequate fashion, the manifest behavioral changes 
can be logically related to the altered condition of the brain. The study 
of these cases with different degrees of injury located in various areas 
of the cerebrum as determined by x-ray and surgical procedures has 
sharpened the neurological criteria of what constitutes abnormal func- 
tioning of the brain. Since these criteria of pathology were present in 
brain-injured and not in clinically normal individuals, their presence 
must be considered indicative of brain injury even though direct obser- 
vation of the injury may not be possible. The value of these neurological 
criteria is that not only do they indicate cerebral disfunction but their 
presence in many cases enables one to localize the area of brain injury. 

It should be noted at this point, however, that a demonstrable brain 
lesion does not necessarily mean that the intellectual functioning of the 
individual has been impaired. Whether or not intellectual impairment 
follows a brain injury depends on the area of the brain affected. If the 
lesion is in the cerebral cortex (see Figs. 1 and 2), which in man is 
larger and more differentiated than in any other animal, intellectual 
impairment or “deficit” is a definite possibility although even here not 
an inevitable consequence. If the lesion is restricted to the subcortical 
areas (corpus striatum, thalamus, and hypothalamus), intellectual im- 
pairment is not likely. Below will be presented the major divisions of 
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the cerebrum with brief statements of how injury affects functioning. 
The reader who wishes a comprehensive treatment of the central nerv- 
ous system is referred to the work of Fulton (9J), Grinker ( 124 ) and 
Wechsler (J12). 

The major divisions of the cerebral hemispheres include the frontal, 
temporal, parietal, and occipital lobes. Deep within the hemispheres, in 


FRONTAL LOBE 



the interbrain, lie the basal ganglia. It is of interest that the names of 
the lobes are arbitrarily derived from the overlying cranial bones and 
therefore lack any measure of specificity in regard to intrinsic neuro- 
anatomical and physiological boundaries. The function of the brain is 
the product of equilibrated actions of the entire nervous mechanism 
and is manifested as a summation of the activities of the component 
parts. Current investigation constandy expands our knowledge of the 
neural mechanisms and has contributed much to the understanding of 
the pathways connecting portions of one lobe with another. Areas 
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united in this manner have been shown to possess similar physiological 
capacities and others are known to influence and qualify responses, 
thereby making it mandatory to view the brain as a mechanism in 
which the diverse portions participate in the performance of specific 
actions. The destruction of one area, while resulting in a disturbance 
in function, may in time be compensated for by intact structures which 



Fig. 2. The Motor Fields of the Cerebral Cortex. The pyramidal area is shown 
in black; the extrapyramidal areas are shaded; the eye fields are stippled. (From 
Roy R. Grinker’s Neurology^, 3rd edition. Courtesy of Charles C Thomas, Pub- 
lisher, Springfield, Illinois.) 

are capable of taking over the function of the area destroyed or other- 
wise altered. In this manner, a margin of safety is provided for pre- 
serving the physiological mechanism. 

The functional capacities of the major divisions of the cerebral hemis- 
pheres are summarized in the following paragraphs. 

1. Frontal Lobes, The most forward portions, or the prefrontal areas, 
are concerned with whatever is subsumed under normal intellectual 
and social behavior. Irritative or destructive lesions involving these 
areas, especially when bilateral, may result in restlessness (hyper- 
activity), memory deficits, inordinate diflSculty in conceptual think- 
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ing, distractibility, inappropriate boasting, euphoria, hostility, and 
uncontrolled emotional expression. Lesions of these areas in chil- 
dren lead to much more grave disorders of behavior and arrest of 
mental development than do similar lesions in adults. 

The more posterior portions of the frontal lobe are concerned 
with voluntary motor activity and give rise to the pyramidal system 
of neural fibers. Here, destructive lesions cause weakness of the face 
and extremities of the contralateral side with inability to perform 
fine, coordinated movements. Irritative lesions cause convulsive ac- 
tivity. Destructive lesions of the lower aspect of the posterior portion 
of the frontal lobe in the dominant hemisphere (the left in right- 
handed persons) may result in a disturbance of speech confined to 
the expressive sphere; not knowing how to speak, the patient is in- 
capable of performing the cooperative movements indispensable for 
the production of speech. Although mental disturbances are most 
prone to occur in lesions of the anterior part of the frontal lobe, they 
may also result from lesions of almost every other part of the brain. 
An expanding lesion in one area may so compress and distort other 
regions as to interfere seriously with their ability to function nor- 
mally. 

2. Temporal Lobes, Hearing is bilaterally represented in this region, 
so permanent deafness of cortical origin occurs only in destructive 
lesions involving both areas, a rare phenomenon. Irritative lesions 
may cause auditory hallucinations. The olfactory divisions of the 
temporal lobes are located in the inferior and medial portions. 
Again, bilateral destructive lesions are necessary to interfere with 
the sense of smell. Irritative lesions may produce hallucinations of 
taste and smell frequently accompanied by peculiar dreamlike states. 
Visual hallucinations consisting of formed images have also been 
caused by irritative phenomena. A speech disturbance in the recep- 
tive sphere follows destruction of the sensory speech center in the 
superior temporal region of the dominant hemisphere. While able 
to speak, the patient does not understand the significance of words, 
his mother tongue sounding foreign to him. Visual disturbances can 
also occur in lesions of the temporal lobes. These consist of sco- 
tomata: defects in the field of vision confined to the side opposite 
the lesion. 

3. Parietal Lobes, This region is primarily concerned with the inter- 
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pretation of sensation. Included in the modalities represented are 
the awareness of spatial relations, the appreciation of position and 
discriminatory sense, and the evaluation of size, shape, weight, and 
texture. While the more gross qualities of touch, pain, and tempera- 
ture reside in the thalamus, the evaluation of differences in the in- 
tensity and the quality of such stimuli requires an intact parietal 
cortex. Destructive lesions result in deficiencies in the appreciation 
of the stimuli mentioned, and irritative lesions may produce subjec- 
tive sensory seizures over the contralateral half of the body. A sensory 
type of speech disturbance may be caused by a lesion in the dominant 
parietal lobe where the center for the comprehension of the printed 
word is located. 

4. Occipital Lobes, In this region is located the cortical representation 
of vision, the end point of the retinal projections to the cerebral 
cortex. Irritative lesions produce unformed visual images; destruc- 
tive processes cause defects in the contralateral half of the visual 
field. Bilateral destruction of the occipital lobes causes cortical 
blindness. 

5. Basal Ganglia. This includes the thalamus, the hypothalamus, and 
the corpus striatum. These component portions of the interbrain are 
situated deep within the central and basal portions of the hemi- 
spheres. The thalamus acts as a relay station in the transmission of 
impulses from the hypothalamus to the higher cortical centers. Por- 
tions of the thalamus are sensory in nature and are concerned with 
the gross appreciation of pain, temperature, and touch. Vital auto- 
nomic centers within the hypothalamus regulate heat production, 
sleep, water balance, carbohydrate metabolism, sweat secretion, 
pupillary action, bladder and intestinal activity. The hypothalamus 
also contains the coordinating center for emotional expression. 
Through its connections with the posterior lobe of the pituitary 
gland the activity of both structures is integrated. The manifesta- 
tions of disease are reflected in disorders of metabolism and water 
balance, pathological sleep, abnormal sexual development, and dis- 
turbances of growth. 

Lesions of the thalamus cause sensory disturbances in the modali- 
ties mentioned. Spontaneous pains ofi thalamic origin may be re- 
ferred to areas of skin rendered anesthetic by a thalamic disorder. 
There may also be an overreaction to sensory stimuli and a loss of 
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certain psychic reflexes characterized by a loss of emotional expres- 
sion at times seen in lesions of the hypothalamus. 

The corpus striatum exercises a tonus inhibitory effect on the 
skeletal musculature. Lesions involving this region give rise to 
muscular rigidity, known as extrapyramidal rigidity in contrast to 
the spasticity found in lesions of the premotor cortex of the frontal 
lobe. Striatal lesions may also be manifested by paucity of move- 
ments, rigidity of facial expression, absence of associated arm move- 
ments in walking, and a rhythmic tremor of the head and hands. 
Choreic and athetoid disturbances are also ascribed to lesions of the 
striatum. Little is known of the pathways through which the basal 
ganglia influence peripheral mechanisms. Unfortunately, a great 
deal of the function ascribed to these structures is hypothetical and 
it is only during the past decade that neuroanatomists and neuro- 
physiologists have' begun to explore these physiological mechanisms 
with some degree of accuracy. The subject, therefore, remains 
highly controversial. 

This brief review would be incomplete without a short note concern- 
ing the functions of the cerebellum. This structure controls dynamic and 
static coordination of voluntary movements. Disturbances in function 
result in ataxia as seen in the staggering, swaggering gait and grossly 
incoordinate movements of the extremities and trunk. Because of the 
marked decrease in tonus, the limbs may be placed in bizarre positions. 
Since lesions of the cerebellum may injure the vestibular pathways, 
dizziness may be a prominent symptom of cerebellar disease. Abnormal 
eye movement (nystagmus) may also accompany such lesions. 

It will be seen that not all areas of the cerebral cortex are equally 
essential for whatever is meant by normal intellectual functioning. For 
example, injury to the occipital lobes may cause severe visual disability 
without any impairment of learning capacity being present. That such 
a disability may, however, have disturbing behavioral repercussions is 
well described by Cobb { 50 , p. 553) : 

“Lesions of the brain may aflEect personality in a direct and primary way, 
or secondarily by complex psychological reactions such as fear and dis- 
couragement. A person may have a hemianopsia from a lesion of the occipital 
areas and never notice the visual defect. After a neurological examination 
has brought this blind area to his attention, he may become preoccupied with 
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his defect and become anxious, afraid to cross the street and restricted in 
social relations. In this case the lesion itself did not cause a psychological 
effect, because it was a lesion of the lowest cortical level of integration. Fear, 
aroused by discovering the trouble, did cause psychological reactions of the 
highest levels. A more obvious example is the varied responses of old people 
to hemiplegic ‘strokes’ from thrombotic lesions of the mptor cortex. This 
common neurological disorder is borne by some with courage and equa- 
nimity. Others are thrown into a deep depression. The variability of reac- 
tion is rarely a question of the type or location of the lesion, but an expression 
of the whole life experience of the person who gets the stroke.” 

Gross damage to the motor areas or motor pathways, as in some cases 
of cerebral hemorrhage or bullet wounds, may result in extensive par- 
alysis of the body without any deterioration in intellectual adequacy. 
Disturbances in the olfactory area or extrapyramidal system are also 
unlikely to result in intellectual impairment. However, should the 
lesion be of a radiating or diffuse nature, as in cases of tumor, infec- 
tion, or inflammation, intellectual impairment may become apparent 
as other cortical areas become involved. Injury to the parietotemporal 
areas or the frontal lobes is likely to be accompanied by marked changes 
in intellectual functioning, although cases to the contrary have been 
reported in the literature. The following quotation from Hebb concerns 
a patient who had one-half of her cerebral cortex removed ( 135 ) : 

“The examination (with the old Stanford-Binet) was begun with Year 
XVI, test 3, ‘differences between abstract words.’ The test was solved ‘very 
readily’ and the examiner shifted to Year XVIII. A score of 46 with one 
vocabulary list was made. ‘She was able to report one out of the series of 
eight digits forward, and one of the seven reversed. Her summaries for both 
of the (memory) passages in test 4 were judged satisfactory. Her solution 
of test 6 was correct in (b).’ 

“This was the third time the test had been given the patient (others be- 
fore complete hemi-decortication), but more than a year had elapsed since 
the second examination, and it seems impossible to explain such a perform- 
ance by practice efiect, in the presence of any serious, generalized loss. The 
repetition of digits, forward and backward, should alone be enough to 
show that for some things the patient’s abilities were above the average for 
the general population. It is clear, of course, that these data do not mean 
that other abilities were unaffected. . . . The significant fact here is the objec- 
tive evidence supporting the clinical opinion that the patient’s abilities were 
in some respects well retained; and the fact that even if other test abilities 
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were impaired the patient still had average or above-average ability in the 
kind of task which is the core of the Binet test. Such things as comprehension 
of words, differentiation of abstract terms, memory for complex verbal ma- 
terial and solution of reasoning problems, are the kind of task which is most 
successful in differentiating various levels of intellectual development in 
normal subjects.” 

Hebb describes other cases where there was bilateral removal of large 
masses of the cortex without the generalized intellectual impairment 
that one would expect, although some impairment was observed in 
psychological tests. Such findings emphasize, as Cobb has pointed out, 
that no two brains are the same and that similar degrees of injury to 
comparable areas may have different consequences in different indi- 
viduals. In one individual a lesion may result in little or no intellectual 
impairment while in another marked disability may become apparent. 
The results of frontal lobotomies and lobectomies in psychotic patients 
demonstrate that similar surgical procedures in comparable areas do 
not produce uniform changes in behavior.^ In general, the evidence 
from studies of frontal lobe injuries in man indicates that some kind 
of intellectual impairment is likely but the nature and degree of impair- 
ment in the individual case are unpredictable. 

One of the most practical results of these studies is that the diagnostic 
validity of clinical or indirect procedures, as in the neurological exam- 
ination where direct observation of the brain is not possible, has been 
considerably increased. Since the phenomena described are found in the 
presence of organic brain disease, the fact that they obtain in a given 
case makes the tentative assumption of brain injury justifiable in pa- 
tients in whom direct observation of the brain is not possible. Similarly, 
the evaluation of behavioral symptoms has also been sharpened. How- 
ever, since the statement about the validity of a criterion should also 
contain something about its limitations, it should be remembered that 
the presence of isolated neurological signs does not necessarily mean 
that any inadequate functioning need be expected or, perhaps more 
important, that any observed peculiar behavior is ipso facto the result 
of the presumed brain abnormality. This is especially true where the 
peculiar behavior can be shown in individuals with no neurological 
criteria of brain injury. For example, in frontal lobe injuries one of the 

^ In frontal lobotomy the connections between the frontal cortical areas and subcortical 
centers arc severed; in frontal lobectomy the frontal areas arc removed. 
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most frequently noted characteristics is the inability of the patient to 
perform adequately on tests involving concept formation. The diag- 
nostic value of such behavior must be tempered by the fact that similar 
behavior has been noted in schizophrenics and has been observed even 
in some neurotic individuals, in both instances neurological criteria of 
brain injury being completely absent. Similarly, in most cases of frontal 
lobe or other cortical injury electroencephalographic (brain-wave) re- 
cordings have been of an abnormal nature. The fact that in a given case 
of suspected brain injury the brain- wave recording is the only abnormal 
sign must be cautiously evaluated because 13 percent of a clinically 
normal population has been found to have abnormal records ( 101 ). If 
the abnormal electrical activity is focused in a particular cortical area, 
all other areas being normal, the possibility of brain injury receives 
added confirmation because such foci are less frequently found in clini- 
cally normal people. Even with this added confirmation the possibility 
still exists that the individual’s presenting symptoms and abnormal 
brain-wave record are not necessarily related. Available evidence seems 
to warrant the conclusion that no single neurological or psychological 
procedure or “sign” is sufficiently pathognomonic of intellectual impair- 
ment due to brain injury as to be used as the sole criterion. Diagnoses 
based on multiple signs probably have a higher degree of validity, al- 
though even here data are lacking about the number of times the diag- 
nosis is wrong. The tendency is to remember and report the times when 
the “signs” worked, and to forget when they did not. 

To be diagnostically discriminating for brain injury, a neurological 
or behavioral symptom or constellation of symptoms must be found 
only in individuals with a demonstrable injury and not in any other 
condition. In order to establish the diagnostic values of these symptoms, 
large-scale neurological and psychological studies of unselected samples 
of the population are necessary. Such studies are lacking for many 
neurological and psychological criteria. Since the clinician tends to see 
selected cases, he cannot be sure how many of the symptoms he consid- 
ers diagnostic or “suggestive” of brain injury he would also find in the 
general population. This would seem to be especially true where the 
more outstanding symptoms (confusion, aphasia, intellectual deteriora- 
tion, marked incoordination, etc.) are absent and only “minor signs 
(altered reflexes, abnormal brain waves, “peculiar” behavior, intellectual 
inefficiency, etc.) are present. 
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Kjiowledge about pathological brain function in the human has come 
largely from the study of individuals whose development had been nor- 
mal until alien factors produced brain alteration. These cases should 
not, of course, be confused with the mentally defective case whose de- 
velopment has been retarded since birth. Many cases of mental defi- 
ciency, especially those in the idiot and imbecile classifications, show 
marked physical and intellectual impairment which at autopsy have 
been shown to be related to diffuse brain damage. The presence of 
major neurological symptoms and marked intellectual incompetence, in 
addition to a history of retarded development since birth, is sufficient 
ground for assuming that irreversible brain damage has occurred. These 
cases, which will be described in later chapters, do not present any par- 
ticular diagnostic problem, although the etiology of the condition may 
be unknown. In these cases one can validly classify the individual as 
mentally defective and describe the nature and extent of the pathological 
brain condition. 


Strauss’ Brain-Injured Child 

In the preceding chapter Strauss’ endogenous-exogenous typology 
was discussed. It will be remembered that the endogenous type is iden- 
tical with the garden-variety defective and Lewis’ subcultural type. The 
exogenous type refers only to those cases where minimal brain injury is 
said to exist. According to Strauss, the following four criteria constitute 
the basis for a diagnosis of minor brain injury {285, p. 112) : 

“1. A history shows evidence of injury to the brain by trauma or inflam- 
matory processes before, during, or shortly after birth. 

2. Slight neurological signs are present which indicate a brain lesion. 

3. When the psychological disturbance is of such severity that a meas- 
urable retardation of intellectual growth can be observed, the im- 
mediate family history indicates that the child comes from a normal 
family stock and that he is, in general, the only one of the siblings 
so afflicted. 

4. When no mental retardation exists, the presence of psychological 
disturbances can be discovered by the use of . . . qualitative tests 
for perceptual and conceptual disturbances.” 

In regard to the first criterion one might ask what the main sources 
of the case-history material are. On the justifiable assumption that par- 
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ents were the chief source of material, the question arises as to how 
much reliance can be put on case-history data supplied by them? For 
example, the fact that a mother reports that labor was extremely difScult 
does not allow one to assume that the child was in any way affected. 
What appears as a routine delivery to the attending obstetrician may be 
to a mother the most hellish of experiences. Read ( 247 ) has well de- 
scribed how the anticipatory fear reactions of the expectant mother plus 
the impersonal atmosphere of the delivery room can engender severe 
and incapacitating “psychologicaF’ pain which may prolong labor with- 
out necessarily injuring the child. What a mother considers to have been 
a difficult experience for her need not have been physiologically stressful 
or frustrating to the newborn. In the absence of confirmatory evidence a 
mother’s report about the experience of labor and its effect on her child 
cannot be considered reliable. 

In recent years research workers ( 171 , 267 ) have pointed out how be- 
fore, during, and immediately after birth the child is subject to the 
danger of asphyxiation. In some cases the prolonged loss of oxygen 
seems to have produced brain damage which resulted in mental defi- 
ciency, in other cases brain damage produced physical handicap without 
intellectual impairment, and in other cases there was no untoward in- 
fluence at all. Consequently, when one is considering an individual 
whose neurological examination is negative but whose case history 
notes the fact that he was a ‘‘blue baby,” one is not justified in using such 
a datum as a basis for a diagnosis of brain injury.^ Even if the indi- 
vidual’s behavior seems to be characteristic of the brain-injured child, 
conclusive evidence for a brain lesion is far from present. In order for 
behavioral characteristics to be diagnostically discriminating it would 
have to be shown that the behavioral characteristics of exogenous chil- 
dren are not found in endogenous ones. The result of the psychological 
studies by Strauss and his colleagues invariably show some overlap be- 
tween the two types. 

The following case reported by Strauss may serve as an illustration 
for some of these points: 

“Case I. J. de T. y. T., son of a wealthy Spanish family. Father a prom- 
inent attorney, mother educated according to the standards of the upper 
social class. Parents 31 and 17 years old respectively at the time of marriage. 

2 Ford { 85 , p. 17) pointed out: “The ‘blue’ asphyxia is of little significance, and it has 
been estimated that this occurs to some extent in 90 per cent of all new-born babies.” 



54 


PSYCHOLOGICAL PROBLEMS IN MENTAL DEFICIENCY 


An only child. Pregnancy and delivery were both normal but the child was 
blue (a sign o£ asphyxia) at birth and the usual procedures were applied. He 
walked and talked somewhat later than usual and had no serious childhood 
diseases. He was an extremely disobedient and obstinate child with destruc- 
tive tendencies, very easily excited. He seemed to be fearless. Not accepted 
by other children because of his constant teasing and tormenting. Cared for 
by a personal nurse. When 6 years old, he was entered in a private school 
but could not be admitted to a class with other children. Two teachers were 
employed for him alone since one teacher refused to stand it without relief 
for the entire day. 

“At 8 years and 6 months of age he was admitted to our clinic. He had a 
second grade school achievement; psychometric testing was impossible be- 
cause of extreme restlessness and distractibility. He was always ‘on the 
move,’ exploring everything in the house, particularly technical equipment, 
electric switches, door bells, elevators, etc. Asked questions incessantly, like 
a machine gun. Very affectionate with all the persons in the house. When 
taken to bed, he did not sleep until midnight but asked another question 
every five minutes. On the days following his admission he was still very 
restless and disinhibited but meticulous and pedantic in the arrangement of 
his belongings and everything handled by him at the table or in the class- 
room. Play in the garden consisted in trying to destroy flowers or bushes but 
without ill-humor or anger. Always smiling and good-humored. At dinner 
time he ate enormous quantities of food and drank a glass of water or milk 
with one gulp. In church he was very distractible, wishing to give money to 
all the collection boxes. After two weeks in the clinic he was more adjusted 
but still very distractible. He was discharged after one and one half years 
with an intelligence quotient within the normal range and admitted to a 
private school. Then attended class with children of his age and in an exam- 
ination proved to be ninth in placement among forty children.”^ 

The absence of any neurological data in this report would indicate 
that it was noncontributory so far as brain injury was concerned. The 
fact that the child was a blue baby may or may not indicate brain injury. 
In light of the absence of neurological signs very little weight can be 
given to the birth history. It is not clear what is meant by walking and 
talking “somewhat later than usual” because that is not an uncommon 
finding in the histories of a group of clinically normal children. Insofar 
as neurological signs and developmental data are concerned, there is 

2 A. A. Strauss and L. E. Lehtinen. Psychopathology and education of the hram'tnjured 
child, Gnme & Stratton, 1947, p. 2. All quotations from this book are used by permission 
of the publisher. 
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little evidence to suggest the presence o£ a brain injury. There is reason 
to believe that study of an unselected sample of the population would 
reveal individuals whose intellectual and social adjustment was ade- 
quate but in whose histories events “suggestive’^ of brain injury would 
also be found. In the case reported by Strauss the behavior of the boy 
was considered typical of the brain-injured child. However, Strauss does 
not present the detailed data necessary for the testing of alternative 
hypotheses. As was pointed out before, Strauss has not demonstrated 
(1) that the behavioral characteristics of brain-injured children appear 
in no other group, (2) to what extent each exogenous child possesses 
the significant characteristics, and (3) to what extent nonexogenous 
children possess these characteristics. For example, in his comparison of 
brain-injured and behavior-problem children on certain behavioral char- 
acteristics Strauss (285, p. 93) found an overlap between the groups on 
50 percent of the variables. It would seem that where neurological and 
developmental signs are largely negative in regard to brain injury, bas- 
ing the diagnosis on behavioral characteristics is not likely to be very 
reliable. 

Parental reports about their children’s early illnesses also cannot be 
considered as highly reliable. Strauss (285, p. 2) presents a case where 
the only unusual statement about the child’s early years was that he 
“nearly died from whooping cough at 3 months of age.” This statement 
was presumably included to indicate that the high fever associated with 
such a condition might have caused some brain destruction. However, 
one might ask whether the quoted statement reflects parental interpre- 
tation or a physician’s written report. What is a serious condition to a 
parent, causing countless sleepless nights, may not be so considered by 
the physician. If all the mothers of children who had whooping cough 
at a very early age were interviewed, statements similar to the one 
Strauss reports would probably be obtained in cases where no question 
of brain injury exists. It seems unjustified to ascribe a presumptive brain 
injury to an inflammatory condition such as whooping-cough encephal- 
itis in the absence of any other confirmatory evidence. 

In regard to the second criterion, the appearance of slight neurological 
signs, it should be noted that the presence of these signs is indicative 
of pyramidal and extrapyramidal disfunctioning. These signs are not 
indicative of brain injury to cortical areas concerned with intellectual 
activity. When these signs are found and mental deficiency is present. 



56 


PSYCHOLOGICAL PROBLEMS IN MENTAL DEFICIENCY 


it does not necessarily follow that the lesions responsible for the pyram- 
idal and extrapyramidal signs are related to the cause of the mental 
deficiency. In order for these slight neurological signs to be diagnosti- 
cally discriminating it would have to be shown that they occur only 
when there is also further injury to those brain areas responsible for 
intellectual activity. If these signs were found in defective as well as 
nondefective cases, in garden-variety deficiency as well as in other types, 
in socially adequate as well as in inadequate cases, then the presence of 
these signs would not be diagnostically helpful. Such a large-scale 
neurological study is lacking. However, Strauss (2S5) did compare a 
group of exogenous and endogenous defectives as to the incidence of 
neurological signs. Of 21 exogenous cases 16 (76 percent) showed 
pyramidal and extrapyramidal neurological signs, and of 82 endogenous 
cases 32 (39 percent) showed similar signs. Since both groups showed 
signs of brain damage by indirect neurological procedures whose valid- 
ity and reliability are unknown, Strauss’ conclusion that some garden- 
variety defectives fall into a “mixed-type” category must be questioned. 
It would seem that one is equally justified in concluding from the same 
findings that the neurological criteria employed by Strauss are not 
diagnostically discriminating. 

The following quotation from Strauss reveals his reasons for not re- 
lying on electroencephalography in ascertaining brain injury (285, p. 

“The electro-encephalogram is usually indicative of brain lesion in these 
children; its use as a diagnostic instrument is limited, however, since it quite 
often reveals similar pathological findings in children with behavior dis- 
orders who, on the basis of history and examination, do not belong in the 
group of brain-injured children. The same technic may even show deviations 
in otherwise perfectly normal children. The electro-encephalogram is, there- 
fore, an aid in diagnosis when other symptoms make the picture, ‘brain in- 
jury,’ probable, but it does not assist in the selection if other indications 
are missing.” 

This quotation has been presented because the arguments advanced 
by Strauss against the diagnostic value of brain-wave recordings seem 
to summarize those that have been advanced here against his own cri- 
teria for brain injury. The last sentence of the quotation is especially 
interesting in light of Strauss’ own statement (285, p. 112) that the first 
three of his four criteria (see p, 52) are not uncommonly negative in 
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his exogenous group. This means that the diagnosis of brain injury is 
sometimes made only on the basis of the patient’s performance on tests 
of perceptual and conceptual disturbance (criterion 4) However, since 
these tests have been validated against neurological and case-history 
findings, if the latter are not very discriminating for brain injury the 
psychological tests cannot be expected to be more so. In other words, if 
the validity of the criteria to which a test is compared is not high, if the 
criteria do not indicate what they purport to indicate, the validity of 
the test will be low. In summary, Strauss’ procedures for the diagnosis 
of the exogenous child can be criticized because (1) no conclusive evi- 
dence has been presented which would prove that the behavior and 
intellectual activity of these children are in all cases attributable to a 
brain injury; (2) the presence of pyramidal and extrapyramidal signs 
of brain injury does not necessarily mean that any concomitant intel- 
lectual retardation and/or behavioral peculiarity is related to the in- 
jury; (3) the criteria of brain injury employed by Strauss have not been 
shown to be characteristic of the exogenous alone or even of all exogen- 
ous cases; (4) diagnosing brain injury on the basis of psychological test 
results assumes a degree of validity for these tests which does not seem 
warranted; (5) the fact that exogenous cases seem to behave like some 
brain-injured adults cannot be considered proof that brain injury under- 
lies “exogenous” functioning. From the above considerations one seems 
justified in concluding that the behavioral peculiarities which Strauss 
observed in his exogenous cases have not been conclusively shown to be 
a result of minimal brain injury. That alternative explanations are 
possible can be seen in the following statement by Strauss { 285 , p. 77) : 

“It should not be overlooked, however, that there is an unavoidable per- 
sonal equation resulting from the scientific training and the theoretical pref- 
erence of the clinician. If he prefers the psychoanalytical theory or the theory 
of behaviorism, if he stresses environmental factors or factors of heredity, or 
if he adheres to neurophysiological theories or to psychological ones, his 
evaluation of motivational factors will be colored by these preferences. For 
the sake of clarity we wish to state that we shall follow in this discussion a 

^ Cases in which the first three criteria are absent (especially the third) would pre- 
sumably be those with no measurable intellectual retardation. It should be noted, however, 
that even in the group with defective quoaents Strauss (283) includes some cases who 
show no positive neurological signs. These cases have presumably been diagnosed on the 
basis of test performance or case-history material. The possible sources of error in such a 
procedure have been discussed above. 
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neurological viewpoint, being aware that other interpretations are just as 
possible but that we consider this factor the outstanding one in understand- 
ing our methods of treatment and reeducation of the brain-injured child.” 

Whether Strauss’ neurological bias gives a more valid picture than a 
psychological one cannot be determined by available data. Chidester 
and Menninger { 47 ) presented the case of a presumably defective boy 
with signs of minimal brain injury whose exogenous-like behavior was 
psychoanalytically interpreted and treated.^ Their purely psychological 
approach produced a marked change in the boy’s intellectual and social 
levels of functioning. 

Strauss’ typology has given rise to psychological studies, especially 
those by Werner, which are ingenious and stimulating. The criticisms 
which have been advanced here are directed not at these studies but 
rather at the interpretation of results. It would be a decided contribu- 
tion to the field if it could be demonstrated by other than indirect evi- 
dence that in each exogenous child there is a brain injury which is in 
some way or other related to his behavior. It would also have to be 
shown that “exogenous” behavior is not found in the absence of such 
a presumptive brain injury. 

Before concluding this chapter it should be emphasized again that 
among many mental defectives, especially on the lower rungs of the 
intelligence scale, the presence of major neurological signs, marked 
physical handicap, and intellectual incompetence— all present since birth 
— makes the diagnosis of diffuse brain injury a valid one. In many of 
these cases direct procedures have demonstrated the nature of the patho- 
logical brain condition. The exogenous child, by the very absence of 
major neurological symptoms or marked intellectual retardation, pre- 
sents a much more difficult diagnostic-etiologic problem. 

® This case is more fully discussed in Chapter 10. 



Chapter 4 

PROBLEMS IN TEST INTERPRETATION 


In the preceding chapters the point has been stressed that mentally 
defective individuals differ widely among themselves on many variables. 
One of the reasons why this variability has been obscured is the manner 
in which psychological tests have been employed. In the present chapter 
some of the problems which arise in the interpretation of test results 
will be discussed. It will be seen that to many of these problems there 
are no satisfactory answers and that the necessary experimental research 
is yet to be done. It will also be seen that some of these problems are not 
peculiar to work with the mentally deficient but arise whenever the 
clinical psychologist endeavors to understand an individual in the test 
situation. 

For many years after the introduction of the 1916 Binet and other 
standardized tests, the aim of the psychological examination was to 
emerge with a number — ^the ubiquitous I.Q. If two individuals obtained 
the same quotient or mental age, they were considered to have the same 
degree of intelligence, although their everyday functioning and be- 
havioral patterns conveyed differences between them which overshad- 
owed any similarity in test rating. The assumption of similar function- 
ing for individuals with similar test scores has resulted in many 
surprises as well as in practical difficulties. 

Gerald was 38 years old when he was seen in the outpatient clinic. He 
was a tall, toothless, Andy-Gumpish, pleasant fellow whose parents were 
now considering commitment to an institution for defectives. His retarda- 
tion had been noticed from infancy and he had been brought up in a shel- 
tered, oyerprotected home environment. He had gone to grade school for 
only a few years and was withdrawn because of a complete lack of progress. 
Gerald was given the 1937 Stanford-Binet (L) on which he obtained a 
mental age of 6 years and 4 months with an I.Q. of 42. On reading tests his 
achievement was on the second-grade level. During the subsequent inter- 
view with his parents they stated that although Gerald never learned any 
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reading while in school, they had given him enough individual attention 
so that he enjoyed reading the newspaper. This statement the psychologist 
took to mean that Gerald liked to loo\ at the newspaper, an activity which 
some ever-hopeful parents of defective children interpret as a sign of latent 
intellectual activity. However, the parents insisted that their son could read 
the newspaper and answer questions about what he read. At a later date 
Gerald was given a newspaper to read and although his comprehension was 
not as good as his parents had said, he did comprehend at a level which 
was well above the second grade. His reading fluency was also well above 
that level. 

The psychologist’s surprise at this boy’s reading performance stemmed 
from the assumption that an individual of this mental and chronologi- 
cal age, like others of similar age and level, could not read at all well, 
let alone comprehend what he read. In effect what the psychologist was 
doing was placing this individual in a class or category of cases where 
reading proficiency was not to be expected. It should be realized that 
recharacterizing this case as “unusual” does not, of course, explain how 
he learned to perform as he did. The intriguing question is what were 
the differences between the stimulus conditions which produced a 
somewhat adequate learning reaction and those which did not.? This 
case has been presented at this point only to emphasize that a test score 
may not be revealing of an individual’s learned pattern or behavior. A 
test score does not tell one what a person does; this can be determined 
only by detailed observations before and during testing from which 
clues might be obtained about the relation between present performance 
and previous conditions of learning. 

When a child in an institution for defectives is at the point where he is 
ready for vocational training, it is the practice to apprentice him to one of 
the employees: painter, carpenter, baker, seamstress, housekeeper, etc. The 
attempt is made to place a child in a job to which his intellectual capacities 
seem adequate. However, more often than not the intelligence test ratings 
of the children in any one vocational situation vary considerably. It is by no 
means an uncommon occurrence to find that the child with lower test rating 
performs much more adequately than the one with a higher rating. Since 
each vocational supervisor likes to have the “smartest” children in his pro- 
duction unit, he will sometimes rebel against taking one with a relatively 
low test score only to admit later that the child was one of the best he ever 
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had. It is when job placements within the institution are made on the basis 
of test scores that the value of psychological tests is justifiably held suspect 
by other employees. 

Another factor which has vitiated the value of many psychological 
studies in this field has been the failure to take account of the different 
etiological factors. Getting the average I.Q., academic achievement, or 
behavioral adjustment of a group of defectives, without taking account 
of the different etiological factors, makes the unwarranted assumption 
that differences in etiology are not related to the variables being studied. 
The absurdity of such an approach can perhaps be illustrated by turning 
momentarily to the field of the mental illnesses or the psychoses. If one 
were to determine by psychological procedures the average I.Q. or the 
degree of maladjustment in a psychotic population, one would immedi- 
ately be asked about the composition of the group. How many were 
schizophrenics or how many of what kinds of schizophrenia were in- 
cluded ? How many were manic-depressives, paretics, seniles, or involu- 
tional melancholics.? The reason for these questions is the knowledge 
that not all psychotic conditions have the same generalized effect on 
functioning, the same tendency to result in intellectual deterioration, to 
occur with equal frequency among men and women, or to have the 
same physiological concomitants. The “average” psychotic like the aver- 
age citizen is distinguished by his infrequent occurrence. It will be seen 
from the above that results of psychological studies which have treated 
defectives without regard to differences in etiology must be critically 
evaluated. In this connection attention may now be turned to the Binet 
scales (1916 and 1937), the most frequently used tests of intelligence in 
the psychological examination of defectives. In an attempt to sharpen 
the diagnostic value of the Binet, investigators { 173 , 199 , 246 , 294 , 306 ) 
have compared the performance of defectives and normals of compar- 
able mental age. For example, in the most recent study along these lines 
Thompson and Magaret ( 294 ) compared 441 defectives with 1326 nor- 
mals on Form L of the 1937 Binet. The groups were arranged so that 
defectives of any given mental age could be compared to a normal group 
of similar level. In Table 3 are found the Binet items on which defec- 
tives did significantly better than the normals, and vice versa. Of the 73 
Binet items which Thompson and Magaret were able to subject to sta- 
tistical analysis, 43 failed to differentiate between the two groups. In 
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Table 3. Items on Stanford-Binct Scale, Form L, Which Differentiate Defectives 
from Normals with a P of .01 or Less ( 294 )^ 

Items on Which Defectives Surpass Normals 


Location 

Name 

Ages 

HI, 1 

Stringing beads 

3 

III, 5 

Drawing a circle 

3 

V, 2 

Folding a triangle 

4--5 

V,4 

Drawing a square 

4-6 

VI, 1 

Vocabulary 

5-6 

VI, 2 

Bead chain 

^7 

VII, 1 

Picture absurdities I 

5-7 

VIII, 2“ 

Wet Fall 

6-7 

VIII, 5 

Comprehension IV 

6-9 

X,2 

Picture absurdities II 

7-10 

XI, 1 

Memory for designs 

8-10 

XIII, 4 

Problems of fact 

8-10 


Items on Which Normals Surpass Defectives 


Location 

Name 

Ages 

IP/2,A 

Identification by name 

3 

III, 6 

3 digits forward 

3-4 

111 / 2,5 

Identification by use 

3-4 

IV, A 

Sentence memory I 

4-5 

IV 2 

4 digits forward 

4-6 

VI, 5 

Picture comparison 

5-8 

VII, 3 

Drawing a diamond 

6-9 

VII, 5 

Opposite analogies I 

6-10 

VII, 6 

5 digits forward 

6-10 

VIII, 2“ 

Wet Fall 

8-ior 

VIII, 4 

Similarities and differences 

7-10 

VIII, 6 

Sentence memory III 

6-10 

IX, 4 

Rhymes 

8-10 

IX, 6 

4 digits reversed 

7-10 

X,4 

Reasons I 

8-10 

X,6 

6 digits forward 

8-10 

XII, 2 

Verbal absurdities II 

9-10 

XII, 6 

Minkus completion 

9-10 

XIV, 5 

Directions I 

9-10 


“This one item is easier for mental defectives of mental ages six and seven than for six- 
and seven-year-old normals. It is easier for normal eight-, nine-, and ten-year-olds than for 
men^ defectives of eight-, nine-, and ten-year mental ages. It is the only item 
which shows significant differences m opposite directions at different mental age levels. 

1 Used fay permission of the American Psychological Association, Inc. 
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light of the previous discussion it will be seen that the composition of 
Thompson and Magaret’s defective group is unknown. One wants to 
know how many of the different diagnostic-etiologic groups would be 
found among their defectives and whether the differences listed in Table 
3 would still obtain if the normals were compared to each of the etio- 
logical groups. The importance of diagnostic-etiologic factors can be 
seen when one considers the interpretations which have been made of 
the results obtained in the Binet studies cited above. Three main inter- 
pretations have been made. 

The Influence of “Past Experience” 

Binet items which are easier for defectives than for normals depend 
more heavily upon past experience for a successful solution. The assump- 
tion underlying this statement is that since the defectives are chrono- 
logically older than the normals with whom they have been equated for 
mental age, differences between them are a function of “experience.” 
Conversely, Binet items which are more difficult for defectives depend 
less upon past experience. Thompson and Magaret have effectively 
demonstrated the untenability of this interpretation. They had two ex- 
perienced Binet examiners independently rate all Binet items for their 
dependence on past experience. They found on the basis of their ratings 
that “those items which are easy for defectives are slightly less depend- 
ent upon experience than those which are more difficult for them.” The 
interpretation according to past experience has been and still is in vogue 
among clinicians. Aside from the ambiguity of the phrase “past experi- 
ence,” clinicians seem to have been unaware that the past experiences, 
psychological and otherwise, of the garden-variety defective are prob- 
ably not the same as those of the child whose deficiency may be the re- 
sult of prenatal or postnatal pathological processes, or of the defective 
child in whom epilepsy may be a primary or secondary factor. To 
assume similarity in experience for these groups is as unrevealing 
as if one were to maintain that the past experiences of schizophrenics, 
manic-depressives, and senile, psychotics were similar. It should also 
be noted that the interpretation of a given defective’s performance 
in terms of a characterization applied to a large group is usually 
based not on observations of that defective but on a process of pigeon- 
holing. 
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The Concept of Rigidity 

Kounin ( 168 ) has proposed an explanation of the differences between 
defectives and normals of similar mental age in terms of the concept of 
rigidity. Rigidity, which Kounin assumes to increase with chronological 
age, refers to the degree of functional relationship between “neighboring 
regions” of a person’s psychological structure. According to Kounin, 
the defective and the normal child of similar mental age have the same 
number of neighboring psychological regions, but in the former the 
rigidity of the boundaries between regions is much greater. This differ- 
ence in rigidity would account for the defective’s difficulty in relating 
things together as in sorting tests. 

In his experiments Kounin used a younger and an older feeble- 
minded group in addition to young normals, all three groups being of 
similar mental age and thus presumably having the same number of 
neighboring mental regions or the same degree of differentiation. In 
one of the experiments each subject was asked to draw cats “until he 
became satiated and wanted to draw no more. After having become 
satiated with the drawing of cats, he was asked if he wanted to draw 
bugs. After having become satiated with drawing bugs, he was asked 
if he desired to draw turtles. Finally, after having become satiated with 
drawing turtles, he was asked whether or not he felt like drawing 
rabbits.” In order to test his assumption that the older the individual 
less will the satiation of one need co-satiate neighboring needs,” 
Kounin computed the percentage of co-satiation: 

Satiation time on cats — satiation tim e on bugs (or turtles, rabbits) 

Satiation time on cats X 100 

Co-satiatioQ was highest with young normal children and lowest with 
old feeble-minded subjects. Since co-satiation was assnm fr| to be a re- 
flection of the degree of communication between neighboring mental 
or psychological regions, it was concluded that the young normals were 
least rigid and the old feeble-minded most rigid. Kounin’s studies were 
an outgrowth of earlier studies by Lewin ( 184 ), who, using normal and 
feeble-minded subjects, asked each child to draw moon faces until a 
point of satiation had been reached, after which they were told to draw 
whatever they wished. The normal children continued to draw freely 
for a greater length of time than the feeble-minded, although the latter 
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had drawn moon faces for a longer period of time than the former. 
Lewin concluded that the feeble-minded had difSculty in shifting from 
one activity to another in the same psychological region. 

In his critique of Kounin’s structural concept of rigidity Werner { 316 ) 
pointed out that whereas Kounin concluded that shifting easily from 
one (satiated) activity to a similar one was a sign of rigidity, Lewin 
concluded that the failure to shift from one satiated activity to another 
of the same region was a sign of rigidity. 

“Both authors seem to neglect the dynamic relation of a certain task to the 
particular mental make-up of the subject. In the light of this relationship 
the seeming contradiction between the results of the two experiments dis- 
appears. Any monotonous task, such as drawing moon faces or cats for a 
considerable time, is usually disagreeable to a normal child because it inter- 
feres with his desire for free and spontaneous activity. He welcomes the 
opportunity to shift to spontaneous drawing. As a rule feeble-minded chil- 
dren are not opposed to monotonous work; they rather like it. Everybody 
familiar with feeble-minded children has noticed the stereotypy even of their 
free activity. Many of these children never get tired of drawing the same 
objects, such as an aeroplane, or a cowboy, or a car. Because of these differ- 
ences of the attitude of normal and feeble-minded children toward monoto- 
nous work, definite conclusions as to structural rigidity cannot be drawn 
from satiation experiments. Since feeble-minded children possess a consider- 
able tolerance to monotonous work it is probably easy to persuade them 
to draw bugs after cats, and turtles after bugs. A feeble-minded child changes 
easily to a similar drawing and continues with it, probably not because the 
two activities are rigidly set one against the other but because he welcomes 
small changes within an otherwise stereotyped activity. That this behavior 
cannot be accounted for by a low degree of co-satiation between cat-drawing 
and bug-drawing is shown by the fact that a greater objective difference be- 
tween the drawing activities may have opposite effect. If the feeble-minded 
child is requested to draw freely after having been satiated with a stereo- 
typed drawing he may, as Lewin has shown, continue only for a very short 
while. Though Kounin’s and Lewin s results seem contradictory, actually 
Kounin demonstrated only once more what Lewin had already shown, and 
that is: feeble-minded, compared with normal persons, display a higher 
degree of functional rigidity, viz., a greater perseverance in pursuing a 
monotonous task.” { 316 ) 

In his reply to Werner’s critique Kounin { 169 ) pointed out that (1) 
comparison of his study to Lewin’s was not warranted because the 
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latter did not control for mental age but rather equated his groups for 
chronological age, and the assumption that rigidity increases with 
chronological age could not therefore be tested; (2) Werner’s criticisms 
did not explain the marked differences in behavior between the younger 
and older feeble-minded group but Kounin’s hypothesis that rigidity 
is a function of chronological age did explain them; (3) Werner’s state- 
ment that feeble-minded children like monotonous work more than 
normal children was a descriptive or phenotypical statement that was 
‘‘hardly an explanation.” Goldstein (115) has also taken exception to 
Kounin’s conception of rigidity. He maintained that “rigidity occurs 
when an organism is unable to come to terms with its environment in 
an ‘adequate’ way. It is a means of protection against ‘catastrophic con- 
ditions.’ Rigidity is one type of reaction to a situation to which the indi- 
vidual is inadequate. Distractibility [jumping from one idea or task to 
another] and other types of reactions may also result from catastrophic 
conditions.” From Kounin’s approach distractibility appears to be un- 
related to rigidity, whereas from Goldstein’s point of view they are inti- 
mately related in the sense that they are reactions to a task which is 
beyond the individual’s capabilities. In reference to the drawing of 
animals in Kounin’s study, Goldstein contended that “the individual 
has not the Einstellung [mental set] for single objects where the one 
has nothing to do with the other one, but for drawing; and in this 
Einstellung the difference between drawing one object or four objects 
is not significant. He tries to do his best, that is, to do the whole job; 
and this . . . [because] he has a great tendency to fulfill the task as well 
and as quickly as possible within his capacities.” However, should the 
task be beyond the child’s mental capacities, distractibility may appear. 
“If we do not know the special approach [of the individual] toward an 
event, we can never decide how it was experienced. And only knowl- 
edge in regard to this point may lead us to avoid totally wrong interpre- 
tations about similarity, tasks, and the like.” It is important to note that 
basic to Werner’s and Goldstein’s criticisms is that interpretation of 
behavior must ta\e into account the relation between the nature of the 
stimulus tas\ and the capacity, mental set, or attitude of the individual 
Werner and Goldstein do not question Kounin’s results but they do 
question whether the concept of rigidity as defined by Kounin is as 
helpful for understanding behavior as knowledge about the relation 
between mental set and the nature of the stimulus task. 
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When one views Kounin’s hypotheses from a clinical approach, sev- 
eral objections may be raised. Kounin’s assumption that a normal and a 
defective child of similar mental age have the same number of neigh- 
boring mental regions or “the same degree of differentiation” does not 
seem to be tenable. Sarason and Sarason {260) have shown that even 
within one etiological grouping, the garden-variety defective, similarity 
of Binet mental age may be the result of a very different pattern of suc- 
cesses and failures which is associated with differences in behavioral 
pattern and intellectual efficiency. It should be noted in passing that 
Kounin’s groups were institutionalized cases and cannot be considered 
representative of defectives in general. In the next chapter it will be 
seen that institutionalized and noninstitutionalized defectives of similar 
mental age differ markedly on many variables. In addition, no control 
seems to have been exercised as to the length of institutionalization. 
The child who has been institutionalized for ten years cannot be con- 
sidered as similar to one who has been institutionalized for one or two 
years, even though they may have the same mental age. Kounin*s older 
defective group may well have been institutionalized much longer than 
the younger group and their increased rigidity be due to that variable 
rather than to age per se. These considerations suggest that rigidity may 
not be a simple function of chronological age. 

Thompson and Magaret attempted to determine the degree to which 
Binet items were dependent on rigidity. “All items . . . were rated on 
a six point scale in such a way that an item receiving a high rigidity 
rating would be more difficult for a ‘rigid’ person to perform than 
would be an item receiving a low rating.” The raters were thoroughly 
familiar with Kounin’s theoretical position and had no knowledge of 
which items had been easier or harder for the defectives. Paradoxically, 
the mean rating for the items which were easier for the defectives was 
lower than for those which proved difficult for them. Thompson and 
Magaret concluded: “When the hypothesis of rigidity is examined in 
this fashion, it is clear that the differentiating items in the present study 
are not adequately explained by the hypothesis.” 

McNemar's General First Factor 

On the basis of their findings Thompson and Magaret favored the 
hypothesis that the items which were more difficult for defectives than 
for normals were heavily loaded with the general first factor isolated 
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by McNemar ( 204 ) in his statistical analysis of the Stanford-Binet scale. 
What psychological functions or phenomena are to be indicated by this 
statistically isolated factor is difficult to say. “Brightness” and “general 
intelligence” are two of the labels which have been attached to the 
factor. Thompson and Magaret do not make any assumption about 
the nature of the factor in concluding “that at least in the present case a 
statistically isolated factor bears an important relationship to a clinically 
significant behavior variable.” In light of the previous discussions one 
may assume that the “clinically significant behavior variable,” mental 
deficiency, is itself composed of unknown etiological variables which 
when controlled may produce different results. DolFs study (76) of 
birth-injured defectives is relevant at this point. In order to determine 
which tests of the 1916 Binet were particularly easy or difficult for 
birth-injured feeble-minded children, Doll compared their performance 
not only to that of a group of normals but to that of a group of pre- 
sumably garden-variety defectives as well. Three comparisons were 
possible: birth-injured with normals, birth-injured with garden-variety 
defectives, and garden-variety defectives with normals. In this way Doll 
could determine whether the difference between the birth-injured and 
the normals on a given item was related to the fact that the former were 
defective or to the fact of their birth injury. Although the number of 
cases was small, Doll’s analysis showed that many Binet items were 
not of equal difficulty for his two defective groups. Therefore, to com- 
pare defectives as a group to normals, which has been so frequently 
done, obscures test differences related to etiological factors. Much of the 
psychological work stimulated by Strauss’ endogenous-exogenous 
typology also emphasizes how two defective groups, equated for both 
chronological and mental age, show different patterns of success and 
failure on the items of the Binet and other tests. Although some ques- 
tions were raised in Chapters 2 and 3 about the composition of Strauss’ 
exogenous group, the results of these investigations clearly demonstrate 
that defectives cannot be treated as a homogeneous group for compara- 
tive purposes. In attempting to evaluate further the differences in test 
performance obtained between normals and defectives, it may be profit- 
able to return to the findings of Thompson and Magaret in Table 3. It 
will be noted that of the twelve items on which defectives surpass 
normals, eight require a response to a visual stimulus and that six of 
these eight do not require any oral response. Of the twenty items on 
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which normals surpass defectives, all but two require an oral response 
to a verbal stimulus. It would seem that defectives do poorly in a face- 
to-face interview type of stimulus situation. When the school-like nature 
of these situations is considered in light of the defectives’ unpleasant 
school and interpersonal experiences, one may wonder to what extent 
emotional factors interfere with intellectuarefficiency. In support of this 
possibility is the fact that eight of the twenty items on which normals 
surpassed defectives involved memory. It has been demonstrated (185, 
244) that performance on memory items is adversely ajffected by fear 
and anxiety reactions and therefore cannot be relied upon as a valid 
indication of intellectual capacity.^ 

Variables in the Test Situation 

In the preceding paragraphs psychological studies comparing de- 
fective and normal groups were evaluated. A point to be noted in regard 
to these studies is that they were concerned almost exclusively with 
whether a test item was passed or failed and not with the psychological 
determinants involved. The observed and inferred behavior of the 
individual, the relation between the stimulus situation and the subse- 
quent response, were not the objects of study. If one is to go beyond the 
pass-fail criterion, it would seem important to determine the variables 
in the test situation which may influence an individual’s functioning. 
Unfortunately, there has been relatively little research in this area. What 
research has been done suggests that when the testing situation is 
viewed as another learning situation, important clues about the origin 
and nature of an individual’s behavior may be obtained. 

It is commonplace but necessary to state that the testing situation is a 
form of interpersonal relationship. The behavior of the subject in the 
testing situation cannot be considered as unique in contrast to his 
behavior in previous life situations. The child entering the testing 
situation brings with him (1) attitudes toward the functions of the 
examination and the purposes of the examiner, (2) attitudes toward 
himself in relation to his conception of the situation, (3) anticipations 

2 The cases presented on pages 83, 91, 104, and 308 are clinical examples of how atti- 
tudinal and situational factors may affect performance. Zimmerman, Burgemeister, and 
Putnam’s study {338) on the effect of glutamic acid on test functioning also indicated that 
memory items are sensitive to attitudinal factors. Lantz’s study {172) of the effects of a 
previous experience of success and failure on test functioning also suggests that performance 
on memory items is affected by emotional factors. 
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of adequacy or inadequacy, (4) fantasies about the consequences of 
success or failure in terms of approval-disapproval or reward-punish- 
ment, and (5) response tendencies or mechanisms which serve to 
reduce the effects of anxiety and to protect him from the exposure of 
his inadequacies. What the individual experiences upon entering the 
testing situation enables the examiner to determine the relation between 
stimulus conditions and behavioral responses not only in the present 
situation but in past ones as well. It is the function of the psychologist 
to determine what features of the testing situation have stimulated the 
overt or inferred responses of the individual. It cannot be emphasized 
too strongly that whatever the child experiences upon entering the 
testing situation is related to certain aspects of that situation. The 
response of a child entering the testing situation is usually not the 
same as when he enters a candy store; the difference in response is in 
part a function of the nature of the stimulating situation. 

From the above considerations it can be seen why the determination 
of what a child experiences upon entering the testing situation provides 
data for making deductions about previous conditions of learning. If 
the child’s present reactions can be described, then one has some clue as 
to how these reactions may have been related to and possibly influenced 
past performance. The point to be emphasized is the importance of 
determining what features of the present stimulus situation are associ- 
ated with the observed or inferred behavioral responses. 

It should not be thought that the testing situation begins when the 
first test item is administered. For example, it is the practice of many 
psychologists to have the first contact with a child outside of the testing 
room, preferably in the presence of the mother. The facial expression 
of the child upon meeting the examiner, the ease and speed with which 
he reacts to the proffered handshake, the degree and nature of his 
verbalization, his dependence on the mother, the mother’s attitude 
toward the child and the examination, the manner in which the child 
enters the testing room — these and similar observations can be very 
revealing of the psychological factors influencing the child’s interpreta- 
tion of and behavioral reaction to the situation. 

Up to this point the discussion has centered around the psychological 
factors at work when the child enters the testing situation. How these 
factors will be related, the manner in which they reach expression, and 
their effect on intellectual adequacy during the course of the examina- 
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tion have been shown to be a function of several variables. Hutt { 144 ) 
has demonstrated that the order of presentation of Binet items signifi- 
cantly influences the adequacy of performance for certain kinds of 
cases. According to the standard instructions given by Terman and 
Merrill (292), once the basal age of the child has been ascertained the 
examination is carried up the scale until an age level has been found 
in which all the tests are failed. They state further that the tests at each 
level should be given in the order followed in the booklet. It was Hutt’s 
hypothesis that this standard procedure “offers the subject a succession 
of tasks of constantly increasing difiiculty and therefore requires him 
to be able to tolerate the increasing frustrations inherent in such a 
situation. Such a procedure is likely to result in decreased motivation 
in proportion to the subjects degree of maladjustment.” Hutt describes 
an “adaptive” testing procedure with the Binet in which if the subject 
fails an item he is given an easier one and if he passes an item he may 
be given a more difficult one. Hutt also recommends beginning with an 
item that does not require “considerable concentration, rapid response, 
or prolonged and involved verbal directions.” The standard and 
adaptive procedures were alternately used with cases referred to an 
educational clinic. Results indicated that (1) the adaptive procedure 
did not affect the norms of the test; that (2) in those cases which 
were rated as very well adjusted there was no difference in test score 
between those “standardly” tested and those “adaptively” tested; but 
that (3) in cases who were rated as very poorly adjusted those who 
were adaptively tested did significantly better than those standardly 
tested. These results suggest that passing or failing an item is not a 
simple function of any single factor or group of factors that would be 
subsumed under the label of intelligence. Equally as important to con- 
sider are the attitudes that a person brings to the situation, the way in 
which they influence his interpretation of the situation, and the way in 
which the nature of the situation influences the attitudes. 

McHugh { 201 ) gave the 1937 Binet (L and M) to a group of chil- 
dren who were about to be entered into kindergarten. F orty-five children 
were tested on Form L and 46 on Form M. After approximately two 
months, during which the children attended school for an average 
of 30 three-hour sessions, each child was retested on the form alternate 
to that of his initial test. It was found that in the two-month period 
the children made a mean gain of 5.84 months and 6.07 LQ. points* 
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The differences between test and retest were statistically significant. 
One form of analysis made by McHugh was to divide the Binet items 
into those which can be successfully passed through some manual or 
manipulative behavior and without the use of oral speech, and those 
which cannot be successfully passed without the use of oral speech. 
This analysis indicated “that with approximately equal opportunity to 
improve in both manual and speech items from first to second test 
and over the same age levels of the test this group of 91 children 
showed 11.2% improvement in speech items as compared with 4.7% 
manual items” (2W, p. 21). The children who made the largest LQ. 
gains also made the largest improvement in speech items. McHugh’s 
conclusion was that inexperience in talking to teachers, shyness in a 
new situation, and fear of the examiner, who was a strange person, 
were some of the factors inhibiting oral speech behavior during the 
first test. The testing situation was one which these children had not 
experienced before and for which they had no specifically learned 
responses. As one would expect, they refused more speech than manual 
items — being asked to manipulate materials was by no means as novel 
as to respond orally to “strange” questions. As was concluded from 
Hutt’s study, McHugh’s findings emphasize how passing or failing a 
test item is in part a function of the mutual influences of previous 
experiences and the nature of the present stimulus situation. 

In a preceding paragraph the psychological factors that may be 
present when a child enters the testing situation were discussed. It 
follows, of course, that the role of these factors during the formal 
examination will be in part a function of the nature of the stimulating 
task the test items. The child who has experienced failure and ridicule 
in classroom recitations, who views himself as inadequate and inferior, 
whose verbal responses to questions have been associated with anticipa- 
tions of disapproval or punishment— such a child will probably react 
with heightened apprehension and anticipations of failure if he is 
immediately presented with test items which demand an oral response 
to a verbally presented problem. To such a child the test situation is 
similar to the face-to-face interview kind of situation in which he has 
learned to feel inadequate. His failure with such test items is not fully 
explained by a word like “inability” or a phrase like “lack of capacity.” 
The nature of the stimulus task, the demands it makes on the child, 
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and his previous experiences in similar situations are all factors that 
must be taken into account if one is interested in more than merely 
noting w'hether an item was passed or failed. 

One of the items on the eight-year level in the Binet, the Wet Fall, requires 
the child to answer questions based on a passage read to him by the exam- 
iner. The child is also given a copy of the passage which is taken from him 
when the examiner is finished reading. To the child who cannot read or has 
a severe reading disability the passage that he is given to look at may stimu- 
late such preoccupation with his inadequacy that he is not listening to the 
examiner. Consequently, when he is asked questions about the passage he 
may be unable to respond. A similar reaction may obtain when a child is 
shown the imposing Binet vocabulary list. To explain such failure by “ina- 
bility” is obviously neglecting important psychological factors. To say that 
the child “failed” the item is also not telling the whole story. The nature of 
the stimulus task must be considered in evaluating the adequacy of response. 

The Problem of Self-Verbalization 

That characterizing test performance on a pass-fail or adequate- 
inadequate basis may obscure the psychological phenomena leading up 
to the response can also be seen in the superficial distinction that is 
usually drawn between verbal and performance tests. The results of 
these tests are sometimes interpreted as if the psychological processes 
stimulated by them are mutually exclusive. Although the objective 
nature of the stimulus tasks in verbal and performance tests are very 
different, in the former the task being administered and responded to 
by oral speech and in the latter oral speech usually being absent, intro- 
spective analysis suggests that in both kinds of test situations self- 
verbalization may be present. In other words, even though oral speech 
may not be required for a successful solution to a performance task, 
in many cases the solution is mediated by a process of “talking to 
yourself.” For example, on the nine-year level in the Binet the subject is 
shown a card with two designs and he is allowed to look at it for ten 
seconds, after which he is asked to reproduce them from memory. 
Although oral speech is not required of the subject, he is verbalizing 
to himself relationships, attarhing verbal symbols to the stimulus 
figures, which after the card is removed may act as cues for reproducing 
the figures. In a Binet item like paper cutting on the nine-year level, 
the subject’s final response also seems to be preceded by a process of 



74 


PSYCHOLOGICAL PROBLEMS IN MENTAL DEFICIENCY 


self-verbalization. A performance scale like the Arthur (17) seems to 
engender similar processes. 

Robert was a 20-year-old boy who had been institutionalized since the age 
of 13. His Binet mental age was 6 years and 8 months with an intelligence 
quotient of 44. On the Kohs block designs, using the Arthur instructions 
and scoring, Robert received credit for 11 of the 17 designs. He successfully 
finished two other designs but did not receive credit because he exceeded 
the time limits. For his Bmet mental age his Kohs performance is extraor- 
dinary. The degree of conceptualization necessary for the solution of these 
designs would hardly be expected from one with his mental age. In doing 
the designs Robert occasionally and spontaneously verbalized aloud his pro- 
cedure: “Here you need one that's all red, and here you need one that’s part 
red. That’s not right, you need this kind, etc.” In effect this boy was able to 
verbalize a procedure, to utilize verbal symbols in attacking the problem. 
His motor responses were apparently mediated by self- verbalization. 

John, who was an honor student in. a third-year college course in testing, 
was asked to be the subject in a classroom demonstration of the Kohs block 
designs. To the surprise of everyone John had inordinate difficulty with the 
designs and could only complete the first eight designs. An introspective re- 
port revealed that John had been very anxious and tense because he antici- 
pated doing poorly in front of his teacher and classmates; that the colored 
designs “had absolutely no meaning for him” and that he didn’t know how 
to proceed; and that his mind was a “blank.” It seemed clear from John’s 
report that nonintellectual factors prevented him from formulating (verbal- 
izing) a procedure, 

Gellerman (97) made some very interesting observations on the role 
of verbalization in the solution of form discrimination problems. He 
was interested in the discrimination of form per se and the influence 
of background upon the discrimination of form. His apparatus con- 
sisted of “two small boxes with hinged lids . . . mounted 3 feet apart 
on a platform. The box lids could be locked shut. Food could be intro- 
duced underneath each of the boxes by means of a food carriage which 
ran on a track immediately beneath the box platform. The experimenter 
sat behind a one-way vision screen about 12 feet from the boxes. . . . 
The starting-point for the subject was a chair located beside the experi- 
menter’s screen and directly before the box-apparatus. The subject’s 
task was to go from this point to the box-apparatus and open one of 
the two boxes, thereby securing food. . . . The actual forms which 
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the subjects were required to discriminate were various combinations 
of cardboard placed behind two windows of the form-presentation 
frame.” Gellerman used as subjects two two-year-old children? “At no 
time were any of the subjects given any verbal instructions in connec- 
tion with the principal problem of the investigation, i.e., the response 
to form.” In the first part of the experiment a white triangle on a black 
background was shown on one side of the apparatus, and on the other 
side of the apparatus a black area. 

“Nancy learned the correct response at once; that is, her first 2(> responses 
all were correct. In connection with this immediate adaptation to the prob- 
lem, the verbal behavior of this subject is of interest. On her first trial Nancy 
paused briefly and viewed the form-presentation-frame windows one of 
which now contained the triangle. . . . Then she traced the general outline 
of the two upper sides of the triangle with her right forefinger and said, 
‘That’s an A.’ This performance was followed almost immediately by her 
opening the nearby (correct) box and taking food. For several trials she 
continued tracing the outline of the figure with her finger (either with her 
finger in the air or against the glass). Then gradually she stopped to view 
the stimuli from greater distances. By the tenth trial she did not leave the 
starting-chair until she had looked back and forth from one stimulus window 
to the other. Several times such expressions as ‘Over der’ occurred as she 
left the starting-chair and went directly to the correct box. Jimmy took 220 
trials to meet the criterion of learning. After running about 160 trials, dur- 
ing most of which he had a position habit to the left, he showed signs of 
reacting to the triangle. His solution of the problem appeared comparatively 
suddenly. It was accompanied by a formulation which included the verbal 
response, ‘Dis one,’ and the tracing of the triangle as described above with 
Nancy” (i^7). 

In another part of the experiment two stars were presented as figures. 
“The positive star [rewarded by food] was placed with one point 
directly up and the negative star was placed with one point directly 
down. Thus the negative figure was rotated in effect 36 degrees from 
the position of the positive figure.” 

“Jimmy did not learn this discrimination in 50 trials. Nancy missed just 
half the 30 trials she was given in her first day’s work on this test. Near the 
end of this series of trials she almost refused to work. Her talk about the 

3 Gellerman also used young chimpanzees, but the comparative aspects of the results 
will not be , discussed. 
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problem was profuse, but she did not solve it. During the last few trials she 
began to cry and to stamp her feet following erroneous responses. She fin- 
ished this series of trials evidently as far from a solution of the problem as 
she had been before starting the test. The manner in which she formulated 
and solved this ‘star’ problem was observed quite accidentally by the writer. 
Following her supper on the day in which the 30 trials described above took 
place, Nancy crawled into my lap while I was reading the evening news- 
paper. This behavior was habitual for Nancy. After a few minutes my read- 
ing was suddenly interrupted by Nancy’s exclamation, ‘Oh, look. Daddy, 
look, look, look.’ This statement was accompanied by pointing to an adver- 
tisement in the paper. I looked at the general place indicated by her pointing, 
but failed to observe anything unusual. Then Nancy remarked, ‘Look, 
Daddy, that one’s up side down.’ ... At the top of the advertisement was a 
row of eight stars, one of which was actually up side down in relation to 
the other seven. It was the type of printer’s error which adults commonly 
overlook. For this particular child on this particular occasion it proved a 
most noteworthy occurrence. I drew the incident to a close by putting the 
newspaper away without comment. Next day in the experimental situation 
Nancy walked up to the forms and looked from star to star. Then she said, 
That one’s up side down,’ quickly turned to the other side, and made the 
correct response to the positive (point-up) star. Thereafter her responses in 
this test were 100% correct. This incident gives a clear-cut picture of the 
verbal solution of a problem of form discrimination” {91), 

If self-verbalization may mediate the final response in a performance 
task, the following questions arise: (1) Why are some individuals able 
to formulate an adequate procedure, indicating good conceptual think- 
ing, in a performance type of stimulus task and not in the verbal-Binet 
type, and vice versa? (2) Why may talking over a problem to yourself 
and in your own words result in a more or less adequate solution than 
when one is required to respond orally to someone else? (3) What is 
the relation of these factors to previous experiences or conditions of 
learning? It is frequently asserted that mental defectives do better 
on performance than on verbal tests. It has been maintained that this 
discrepancy is due to the defective’s inability to handle verbal symbols 
or concepts. Although such an explanation seems valid as a broad 
generalization, it does not satisfactorily explain why the self-verbalized 
formulations of some defectives suggest a higher level of functioning 
than their oral verbalizations. Although it is undoubtedly easier to 
obtain and evaluate the spoken responses of an individual, the “silent” 
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processes associated with the response appear equally as important in 
understanding the genesis of his performance. 

In the preceding sections the point was stressed that in order to 
understand the test functioning of mental defectives the etiological 
differences among them must be controlled. The second point that was 
stressed concerns the complex and subtle psychological factors which 
operate in the test situation. On this second point there has been rela- 
tively little research, not only with defectives but with nondefective 
groups as well. There has been little research recognition of the fact 
that the testing situation, involving as it does an interpersonal relation- 
ship, cannot be considered in terms of pass or fail or total scores if the 
aim is to determine what psychological factors affected an individuaPs 
I espouses. An attempt has been made in this chapter to indicate how 
the psychological predispositions of the individual and the nature of 
the stimulating conditions determine his overt and covert responses. 
Recognition of these factors makes the testing situation the object of 
study not only for clinical psychologists but for all psychologists who 
are interested in how behavior influences and is influenced by a variety 
of stimulus conditions. If the psychologist working with animals had 
been interested merely in whether his subject could traverse a maze or 
reach a criterion of success in a certain length of time, many of the facts 
about the learning processes — its principles and conditions — would 
never have been discovered. By starting with a clearly formulated set 
of assumptions which identified what was thought to be the relevant 
variables, and then setting up the appropriate conditions to test these 
assumptions, it was possible to describe the processes which led to the 
final response. Not only were the assumed relevant variables subjected 
to the test of experimentation, but new variables were identified which 
became the object of further research. In contrast to this situation, the 
clinical psychologist seems to have neglected the study of the psycho- 
logical processes of his subject in focusing attention on the evaluation 
and quantification of his final response. 


In the following pages the psychological examination of cases of the 
kind frequently seen by clinical psychologists is reported. It is hoped 
that these reports will make concrete some of the points discussed 
previously. 
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Case 1 

(Medical Diagnosis: Cerebral Palsy 
Background Material 

Helen was brought to the Outpatient Clinic o£ the Training School to be 
tested m order to determine eligibility for commitment. Since birth the left 
side of her body has been paralyzed. Up until 1943 Helen had been living 
with her parents and when both of them died during that year she went to 
live with her brother. The brother indicated that Helen had been overpro- 
tected all her life and had not been given an opportunity to learn tasks which 
were within her reach and from which she could derive satisfaction. The 
brother, who is single, stated that Helen is alone most of the day and has 
become increasingly unstable. He would like to commit her until she is 
trained to do things which will give her a feeling of independence. Helen’s 
family, who appear affluent, are very attached to her and look upon commit- 
ment as a means of her obtaining feelings and habits of independence which 
will make her happier when she returns to live with them permanently. A 
report of a previous electroencepholographic examination was supplied by 
the brother; the record ‘‘indicates a mild degree of diffuse cerebral damage 
more on the right than on the left and with a definite focal attenuation in 
the right parietal region. There is no indication of an expanding lesion.” 
Aside from the fact that she had attended school only for several years and 
that private tutoring had not been successful, no other data were available 
at the time of the examination. 

Psychological Report (1123145) (C.A. 35-8) 

General Observations 

Helen, who was very neatly dressed, is a dark-haired and dark-complex- 
ioned woman with dark circles under her eyes. Her left hand appeared stiff, 
with some of the fingers clenched and the others extended rigidly. She 
seemed unable to engage in any activity which involved the coordination o£ 
both hands, and usually prearranged the fingers of her left hand in a posi- 
tion to enable them to be of some aid. She was able to move her left arm 
quite well, although not as freely as her right one. Helen held a pencil 
clumsily and could not write easily. Hand tremors were observed. She was 
able to print letters with long bold strokes. Her left foot was stiff and 
dragged a bit. 

Helen was very fearful during testing and frequently rubbed her eyes 

^ Cerebral palsy (see Chapter 7) may be defined as a motor defect existing at or shortly 
after birth and associated with pathologic abnormalities of the brain. 
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and exclaimed excitedly, “Fm too nervous to talk. Look how Fm shaking/' 
Although she became more relaxed as testing progressed, she was prone to 
anticipate and become upset by failure. It seemed that she was fearful of 
having her inadequacies exposed and tried to cover for them by giving 
vague, general answers which could be applicable to most any question. 
Helen had great difficulty in comprehending directions; how much of this 
difficulty was due to a mental defect and how much to the anxiety aroused 
by her feelings of inadequacy is difficult to estimate. In conversational 
speech, as well as in response to the vocabulary list, this girl’s enunciation 
and use of words were excellent and in marked contrast to her overall test 
inadequacy. When responding to questions about her activities and family 
relationships, the coherence, fluency, and “insightfulness” of her replies 
were atypical for mental defectives. Helen’s verbalized feelings of inade- 
quacy usually were followed by statements about her strong desire to learn 
to do something useful so that she would not be dependent upon her 
brothers and sisters. It seemed clear, however, that her need for achieve- 
ment was not as strong as the fear of failure or the tendency to avoid any 
situation because of the anticipation of inadequacy. Her tendency to self- 
derogation is so strong that any achievement on her part would be viewed 
by her as insignificant and consequently be no source of encouragement. 

Tests Results 

Terman-Merrill (L) M.A. 8-8 I.Q. 58 

Wechsler-Bellevue (Verbal Scale) 1-Q* 71 

Rorschach See text 

Discussion 

Terman-Merrill (L). Basal was established at 5 years with final suc- 
cesses at the average adult level. Within this range all items requiring the 
definition of words were successfully passed. At the average adult level her 
sole success was in giving differences between abstract words. In contrast to 
these successes it should be noted that all items involving the presentation 
of a visual stimulus (picture absurdities, drawing a diamond, memory for 
designs, etc.) were failed. Although she seemed to recognize the inadequacy 
of her diamonds, she could not improve her performance. That her failure 
on the diamonds is possibly due to a defect in visual perception rather than 
in the motor sphere is indicated by the following: When she was asked to 
read a word she was usually unable to do so, but if she spelled aloud the 
letters of the word she was then usually able to read the word correcdy. It 
was as if she was able to respond to auditory cues more adequately than to 
visual ones. Also, when she had finished a word, she was hkely to go to a 
word on the line above or below from where she had started. She was not 
aware of her inability to focus on successive words in a line. In this connec- 
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tion it should be noted that on the fourth picture absurdity at year 7 Helen 
stated that “a girl is smoking a pipe '’ — a most unusual faulty perception. 
Helen was completely unable to adopt a critical attitude toward any kind 
of absurdity problem. Although fearfulness and anticipation of failure may 
have afected her efficiency, the discrepancy between her unusual verbal 
facility and her severe inadequacy with problems involving a sustained con- 
ceptual process or a response to a visual stimulus suggests that nonemotional 
factors are playing a decisive role. Her performance is similar to that found 
in some mental defectives with a known brain injury. It may well be that 
her emotional behavior is a learned response to inadequacies due to a brain 
injury. 

Rorschach. Of the 10 responses Helen g^ve, 6 were whole responses 
largely of the vague, undifferentiated, irrational variety. Her responses usu- 
ally started with a content which fitted part of the blot, but her uncritical 
elaborations resulted in an irrational concept. When she was questioned 
about a response she tended to become confused and flustered and when 
asked to trace her response she would outline the blot in a very unprecise 
manner. At times the examiner felt that the area responded to in the per- 
formance was not always the one that she used in the inquiry. For example, 
during the performance on Card II it seemed that Helen was using the top 
center small detail as “a steeple," but in the inquiry she said that the two 
red details were the steeple. In describing a response Helen did not seem 
aware of the necessity of relating the different parts she was enumerating; 
the fact that she had labeled her response seemed sufEcient explanation for 
the various parts she enumerated. In describing her approach as uncritical 
it should not be thought that she responded quickly or impulsively. Her 
reaction times were extremely long and she constantly voiced feelings of 
indecision and uncertainty. It seemed as if these feelings were in some way 
a recognition of her inadequacy in the situation rather than the cause of it. 
The only times Helen was able to incorporate in her responses any of the 
objective characteristics of the blots were on the last three cards: giving a 
flower to Card VIII, a tree to Card IX, and another flower to Card X. In 
each of these responses form was secondary to color and the whole card was 
responded to in a diffuse, undifierentiated fashion. All other responses were 
pure form. One might deduce from Helen's performance — her responses as 
well as her behavior— that her intellectual defect and the attitudes connected 
with it would make any learning situation, intellectual or social, one that 
she would rather avoid than enter. When a situation requires Helen to re- 
spond when she feels inadequate, she is likely to do so in an irrational, in- 
adequate manner. In light of the observation on the Binet concerning Helen's 
severe perceptual defect, it is not surprising that her performance on the 
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Rorschach is o£ the kind that has been described. It may well be that in 
situations which do not involve responding to visual cues Helen’s adjustive 
capacity is not as inadequate as her Rorschach would indicate. An indica- 
tion of this would be the relatively appropriate and coherent nature of her 
conversational speech noted in a previous section. 

Conclusions 

To interpret the intelligence quotients earned on the tests according to 
usual psychometric classifications would be to neglect important aspects of 
Helen’s behavior. Though technically the intelligence quotients suggest 
mental deficiency, her vocabulary, verbal expression, and social reasoning 
as revealed m conversation hardly resemble that commonly associated with 
a mentally deficient person. It might be said that her facility with and cor- 
rect use of language would not be expected to be acquired by the ordinary 
defective. That her mental functioning is uneven is evident. This irregularity 
is probably due in large part to brain pathology on the one hand, and, on 
the other, to emotional instability. How much of her social incompetence is 
due to the brain defect and how much to overprotection is diflEcult to esti- 
mate. The present problem is to decide whether commitment to the Train- 
ing School is warranted. The brother indicated that he desired commitment 
so that his sister might learn to do certain things which would eventually 
give her a feeling of independence and an opportunity to improve in read- 
ing. He indicated that he was not interested in custodial care but would 
take Helen out when she could more or less get along on her own. Unul 
about two years ago Helen lived with her parents and was apparently not 
trained to engage in activities for self-occupation. Now that her parents are 
dead and Helen lives with her brother, she is left alone a large part of the 
time, and as a result has become more unstable. To expect institutionaliza- 
tion to reduce anxiety and instill independence in a girl who has been over- 
protected all her life seems a hardly possible task. It would even be difficult 
with someone who does not possess Helen’s handicap. To compensate for 
the privations that the girl has experienced all her life by being so handi- 
capped would take a very large amount of individual attention to etiect 
even a small change. To expect a woman whose only security has been the 
affection of her family to become more stable in surroundings where this 
feature does not exist is to remove the very thing which can aid her. In 
terms of the brother’s purposes, institutionalization is not feasible. 

It was felt that learning some tasks was essential for Helen’s well-being 
and a plan which could utilize community resources was recommended. It 
was suggested that she be enrolled in the training program of the Workshop 
of the Society for Crippled Children in her city. When it was suggested that 
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this possibility for training should be tried before commitment, the brother 
said that this still would not solve the problem of Helen’s being left alone 
most of the time. The possibility of a companion was discussed and the 
brother indicated that the family had tried to get one but those who applied 
for the job were unsatisfactory. This examiner favors the training at the 
Workshop if Helen can be placed in a foster home or if a similar living 
arrangement can be made. Commitment is recommended only as a last 
resort. 

Subsequent History 

Helen was enrolled in the Workshop. It was the opinion of the staff that 
she could be taught to go to and from home, increase her use of her left 
hand, and learn to do tasks which would occupy her when she was alone. 
Although she gained considerably in self-confidence as a result of the Work- 
shop program, she was unable to go from her home to the Workshop with- 
out completely losing her direction. Since it was not possible to get a com- 
panion for her and she was still alone a good part of the time, the Workshop 
recommended that she be admitted to the Training School. This recom- 
mendation was carried out. Because of this girl’s experience of overprotection 
and the traumatic shock of her separation from her family, it was arranged 
that she be seen each day by the psychologist on a psychotherapeutic basis. 
An initial problem was Helen’s inability to go from her cottage to the 
psychologist’s office, a distance somewhat less than a quarter of a mile, with- 
out getting lost. At first she refused to go, saying that she would get lost. On 
the first few trips she was accompanied by the psychologist, who attempted 
to point out cues that Helen might use as a bearing. Being accompanied by 
the psychologist reduced Helen’s apprehension, increased her desire to come 
to the office, and made it easier for her to attempt the trip herself. The first 
couple of times she came alone she was told that the psychologist would be 
watching from her office in order to see where Helen might make a mistake 
and to make sure that she did not get lost. After a few trials Helen was able 
to come to the office without any difficulty. She was also able to go to other 
parts of the institution without any difficulty in orientation. For the first few 
weeks the interviews were largely taken up with Helen’s attitudes toward 
the other girls in her cottage. She was surprised at how rough they were 
and the coarse language they used, and she was afraid that they might not 
like her and would pick on her. Her adjustment to the other girls was com- 
plicated by their jealousy of the fine clothes she had and the attention and 
affection which her family demonstrated. She constantly reiterated that the 
girls ‘*are not my type.” The chief functions of the interviews seemed to be 
to give Helen an opportunity to unburden her feelings, to feel that despite 
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her separation from her family there was someone who was interested in her, 
and to anticipate and reduce the apprehension which would arise with each 
new situation. The fact that her family visited her frequently also prevented 
any strong feelings of rejection. 

Helen was enrolled in the occupational therapy and continuation school 
programs. Because of her intense desire to read and in light of her severe 
visual defect, special reading techniques were employed. A gadget was de- 
vised which Helen could manipulate and which allowed only one line at a 
time to be exposed, thus preventing her tendency to wander all over the 
page. She was also instructed to spell each word to herself, then to spell it 
aloud, and then to attempt to pronounce it. She was aided at all times by 
the continuation-school teacher, who began with words which Helen al- 
ready knew. Within a period of two years Helen was able to read and com- 
prehend on about the fifth-grade level, although for optimal results it was 
necessary for the teacher to observe her directly because even with the me- 
chanical aid there was a noticeable tendency for her visual gaze to shift 
unexpectedly to other parts of the page. Helen, who had never been able to 
write before, was also taught to write a legible and coherent letter.® 


Case 2 

(Tentative Medical Diagnosis upon Admission: Garden-Variety Deficiency) 
Background Material 

Harold, born in 1928, was illegitimate. Little is known of his infancy ex- 
cept that his mother’s home was “very dirty, poorly furnished, and meals 
served very irregularly.” His mother was born in 1897 and was committed 
to a county home at the age of six years. When she was eleven she was com- 
mitted to a girl’s reformatory. After her release she married and had five 
children; her extramarital affairs ultimately resulted in divorce, before and 
after which she lived with Harold’s father until he died in 1930. The father, 
who was born in 1872, was supposed to be of low mentality and had been 
married twice before he lived with Harold s mother. After the father s 
death, the mother went to live with another man. In 1930 she was com- 
mitted to the state farm at which time she was found to have syphilis and 
gonorrhea. On a psychological test she had an I.Q. of 78. After her release 
she married Harold’s present stepfather; the course of this marriage has not 
been smooth because of her promiscuity. 

In 1930, when his mother was sent to the state farm, Harold was placed 

® The writer wishes to express his indebtedness to Miss Helen Kreitler for her painstaking" 
efforts in teaching this girl to read and write. 
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in a children’s home where he was described as nervous, high-strung, frail, 
and appearing much younger than his years. In 1932 he was placed in a 
foster home where he seemed to make a satisfactory adjustment until an 
older brother was also placed there. It is reported that Harold was better 
liked than his brother, who was always picking on him. The friction be- 
tween the brothers forced the foster mother to request their removal. In 1935 
they were placed in another foster home where the same difficulties appeared. 
In 1939 Harold was placed in another foster home from which he ran away 
to his mother on five different occasions. Nocturnal enuresis and masturba- 
tion, which had been noted from an early age, persisted. “The foster mother 
continued to see that he had no liquids after supper. . . . She promised him 
rewards if he showed improvement, scolded him, tried to embarrass him, all 
to no effect. On occasions when the bed was dry, he was happy and duly 
praised. Foster mother stated that he lies when questioned about his misbe- 
havior. He has stolen money, food, and articles of little value from the 
foster home and neighbors. Foster mother has noticed him on some occa- 
sions talking to himself, or laughing or crying when he is alone, but he will 
not explain what he is thinking of. Sometimes he has been heard to say that 
he wishes his mother were dead. He gives away in trades his possessions for 
articles of lesser value. He becomes angry for no apparent reason and throws 
things around haphazardly.” Although his real mother claimed to like and 
want him, the social worker felt that it was on a superficial and mercenary 
level. In 1943 Harold was placed back in the children’s home. 

At this time he was given in a city clinic a psychological test upon which 
the diagnosis of mental deficiency was made and commitment effected 
shortly after. The Stanford-Binet (L) was given and he earned a mental 
age of 9 years and 10 months and an I.Q. of 68. The psychological report 
notes that “the memory tests were somewhat inconsistent and he passed 
some of the memory tests after having failed similar tests at a lower level. 
The inability and unevenness in performance are often characteristic of 
organic cases.” A marked reading disability was noted and it was felt that 
his maximum capacity was “somewhat higher than the figure of 68 ob- 
tained.” The psychiatrist reported, “I feel that Harold’s stealing of valueless 
articles is a good indication of a lack of affection in his life. I feel very pessi- 
mistic about the outcome of this boy if he is returned to his mother before he 
has habit training because some disappointment with his mother may lead 
him into criminality and prison. I recommend admission to the Training 
School. In the interim of waiting, if it could be possible I recommend tutor- 
ing along manual lines by a volunteer worker who would have enough pa- 
tience with him and who would give him some attention, thereby satisfying 
somewhat the love starvation from which he is suffering.” 

Harold’s school history reveals that he has always done poor work, re- 
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peated the first grade, and was three years in the fifth grade. He was not 
accepted by his playmates, partially due to an enuretic odor. He did not 
participate in group activities. Among neighborhood boys he seemed 
to be more tolerated than accepted. His behavior antagonized them to 
the point of rejection. He seemed to obtain greater satisfaction playing by 
himself. 

Harold’s behavior during his first few weeks at the Training School for 
defectives was marked by several attempts to run away — on one occasion he 
stole a bicycle in order to get to his destination quickly. When he was 
brought to the testing room, the examiner was advised to make sure an at- 
tendant was ready to prevent another runaway attempt. The boy’s behavior 
and results of the tests administered were as follows: 


Psychological Report (1131144) (C.A. IS— 10) 

General Observations 

Harold is a quiet, gracious, red-headed boy of good height, with badly 
bitten fingernails. During testing he was very friendly and cooperative and 
his eagerness, which had a genuine flavor, tended to add a certain charm to 
his behavior. He was generally alert and his interest was manifested by a 
toned-down enthusiasm which was revealed by sparkling eyes and an occa- 
sional slight reddening of the face. These physical reactions were most ap- 
parent when he was praised for the solution of a problem. A strong need for 
affection and sympathetic attention seemed to be the roots of his excellent 
cooperation. Though Harold usually responded readily, reticence and cau- 
tion nevertheless preceded or characterized his replies. Anxiousness for the 
results was not expressed during the examination, but some uneasiness was 
apparent. Prior to testing the boy mentioned that he was told that his leaving 
the institution depended on the tests. During the interview Harold’s speech 
was good, but his verbal usages were not always correct. 


Tests 


Results 

Terman-Merrill (L) 

M.A. 11-0 

LQ. 74 

Arthur Point Scale 

M.A. 14-11 

I.Q. 100 

Rorschach 

Metropolitan Achievement 

See text 

Age equivalent 9-3 

Readmg 

Grade 3.9 

Vocabulary 

Grade 3.3 

Age equivalent 8-7 

Arithmetic Fundamentals 

Grade 3.9 

Age equivalent 9—3 

Language Usage 

Grade 2.4 

Age equivalent 7—7 

Spelling 

Grade 2.9 

Age equivalent 8-2 

Gray’s Oral Reading 

Grade 2.9 
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Discussion 

TermanMerrill (L), Basal year was established at 7 with final successes 
at 14 years. There was a marked difference in adequacy of response between 
items involving a verbal response to an orally presented problem and items 
involving a response to a visually presented stimulus. On the former items 
Harold’s performance was hesitant and variable in efficiency. He failed 
vocabulary at 8 years, rhymes at 9 years, finding reasons and word-naming 
at 10 years, verbal absurdities at 11 and 12 years, abstract words at 12 years, 
and all orally presented items at 14 years. Although vocabulary was estab- 
lished at the 6-year level, he was able to define enough abstract words at 11 
years to receive credit for the item. On many of the vocabulary items Harold 
seemed to comprehend the meaning of the word but did not have the facil- 
ity to express it. His spontaneous conversational speech seemed well above 
the 6-year level. In contrast to these failures Harold passed all orally pre- 
sented memory items through the 12-year level. His unpredictability with 
orally presented items is best seen in his performance on verbal absurdities 
at 9 years; he passed the first two, failed the next two, and passed the last 
absurdity, which is very rarely passed by defectives. That orally presented 
problems or face-to-face situations engender variability in eflSciency can be 
seen when one compares his present performance on memory items with his 
precommitment performance, which led the examiner at that time to hy- 
pothecate an “organic” involvement. It would seem that in a face-to-face 
situation requiring an oral response to an orally presented problem efficiency 
of performance becomes impaired. 

On items involving a response to a visually presented stimulus which may 
or may not involve a verbal response, Harold’s performance was efficient 
and adequate; he passed the drawing of a diamond at 7 years, paper cutting 
at 9 and 13 years, memory for designs at 9 and 1 1 years, picture absurdities 
at 10 and 14 years, and bead chain and plan of search at 13 years. The only 
visually presented problems which Harold failed involved reading: reading 
and report at 10 years, Minkus completion at 12 years, and dissected sen- 
tences at 13 years. In light of Harold’s general mental level it does not seem 
justifiable to ascribe his severe reading disability solely to an intellectual 
defect. When one considers his preschool and school experiences and the 
attitudes of self-depreciation which they probably reinforced, his reduced 
efficiency in face-to-face situations becomes more understandable. 

Arthur Point Scale, As might be expected from his Binet performance, 
Harold’s score on this test, which does not require articulated verbal re- 
sponses, was well within the average range. He worked quickly but reflec- 
tively with very litde trial-and-error behavior. On the Porteus mazes he 
passed all mazes up to and including the twelfth year on the first trial, 
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passed the 14-year maze on the second trial, failed average adult I, and 
passed average adult II on the second trial On Healy P.C. I, seven of his 
nine placements obtained maximum scores. On his first encounter with the 
Knox Cubes Harold’s range of performance is atypical for defectives: he 
passed the first seven items, failed the eighth, passed the ninth, failed the 
tenth and eleventh, and then passed the twelfth. In the writer’s experience 
no defective has been able to pass the twelfth Knox Cube item. Harold’s per- 
formance on the Kohs Block Designs was characterized, as on the Knox and 
verbal absurdities (IX) on the Binet, by failure on the easier items and 
success on the harder ones: he passed the first design, failed the next four, 
passed the next two, failed the next two, passed the next one, and failed the 
remainder. His relatively low score and variable functioning on the Kohs 
do not seem to be explained by mental retardation. It is not that he lacks the 
intellectual power for conceptual thinking, because his performance on 
many Binet and Arthur items strongly suggest that he is able to formulate 
and sustain the correct solution to a problem. Why he is consistently ade- 
quate on the Porteus mazes, which involve formulation and criticism of a 
procedure, and relatively inadequate on the Kohs is not explainable at this 
time. 

In summary it should be emphasized that in a situation which does not 
involve a face-to-face relationship or verbal responsiveness Harold’s per- 
formance is atypical for defectives. It would seem that when he can formu- 
late a problem in his own way (his own words?), aided by the constant 
presence of a visual stimulus, Harold is likely to perform eflEciently. If this 
conclusion is correct, it suggests that previous learning situations involving 
face-to-face situations have engendered behavioral patterns which have inter- 
fered with efficient functioning. 

Achievement Tests. Harold’s reading is characterized by omission of 
letters, careless additions, and substitutions. He is very unsure of himself, 
and his impulsiveness reduces his eiSEciency. The spottiness of his perform- 
ance indicates that his comprehension of reading matter is well below the 
fourth grade. In arithmetic Harold is best on addition, is weaker in multi- 
plication and subtraction, and is unable to divide. At present he simply does 
not possess the basic skills which would enable him to progress in arith- 
metic. 

Rorschach. The most important conclusion derived from an analysis of 
Harold’s 24 responses is that the preciseness with which the content of the 
responses fitted the area of the blot selected is atypical for defectives. None 
of his responses is irrational in the sense that there is a discrepancy between 
content and blot area. The following responses illustrate how well he was 
able to fit his imagery to the blot areas: 
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Card I 

1. (d-lateral side projection) As he was sitting 
up and smelling for honey (Q) how he has his 
nose stuck up in the air. 

1. (W) holding up baskets on heads (Q) I see 

their hands and feet. 

1. (dr — orange without finger-hke projections, 
and including area directly underneath the usual 
moose’s head where orange fades into green) 
Mother bear is laying down in leaves (Q) don’t 
see her feet because she is laying down (Q) I see 
her head and the back of her body — ]ust see the 
head of the baby bear. (Q) the mother bear is so 
fat here (pointing to area beneath moose’s head) 
because it is so bulged up (Q) (leaves?) they al- 
ways go in leaves and they are leaves because of 
the color — they are brown. 

Of the 24 responses, two were human movement, fourteen were animal 
movement, five were form responses, two were texture responses with form 
primary (Fc), and one was a color-form (CF) response. The preponderance 
of movement responses indicates a personal or subjective responsiveness to 
the cards. The relative absence of color and shading emphasizes his lack of 
awareness of or responsiveness to the objective and obvious characteristics 
of the stimuli. He does not respond to the cards in an impersonal way, a 
characteristic which reduces the range of stimuli of which he is cognizant 
and to which he responds. If Harold’s reactions to the cards are representa- 
tive of his behavioral pattern, one would expect that his reactions to people 
and situations would be highly personal in the sense that he becomes more 
aware of his own needs, fears, and fantasies and less aware of the objective 
features or requirements of the stimulus situation. He becomes too preoccu- 
pied with himself to respond or adjust to the needs of other people. When 
a situation forces him to make a response, there is no indication that he can 
do so in a reflective or ummpulsive manner. One would expect him to re- 
spond either in a diffuse way or in a highly constricted manner. It is as if 
this boy has learned that responsiveness to others is less satisfying than 
solutions through fantasy. Another factor which would interfere with the 
satisfying social expression of his needs is his passivity. His responses do not 
contain the aggressive content that one would expect from a boy his age; 
the one response in which form was secondary (CF) was unaggressive in 
content. His responses were characterized by a passive-dependent quality to 


1. Two bears 


Card Vn 

1. Two girls holding up two 
baskets 

Card IX 

1. Two big mother bears and 
baby bears 
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such an extent that one may assume that such needs are extremely strong 
and ungratified. Although one might expect that such emotional depriva- 
tion would result in aggressive behavior, there is little evidence in the record 
that this boy finds expression of aggression easy or gratifying. One would 
expect that the expression of aggression would be indirect rather than direct 
and impulsive rather than delayed — ^but rarely satisfying. One gets the pic- 
ture of a boy whose basic needs have not been satisfied and who because of 
the lack of satisfying compensating activity is in a fairly constant state of 
tension and unhappiness. 

Conclusions 

Harold’s test performance indicates that his intellectual capacity is not of 
a defective variety. In situations requiring little or no verbalization but in- 
volving self-verbalization and conceptualization, Harold’s performance does 
not suggest mental defect. In face-to-face learning situations involving a 
sustained conceptual process Harold performs in a variable fashion, although 
even here there are indications that his capacity is higher than his function- 
ing level. His severe reading disability which lowered his Binet score is not 
completely explained by his retardation because his reading level is well 
below what one would expect from his mental level. In light of his back- 
ground it seems justified to assume that his preschool and school experiences 
reinforced attitudes toward himself and others which interfered with the 
learning of the academic skills. Although Harold is not mentally defective, 
his unfavorable family situation makes his discharge from the institution 
inadvisable at this time. His strong need for affection, which has already 
caused him to run away, must be satisfied if he is to become interested in 
and benefit from a training program. Unsympathetic disciplinary action or 
handling will make it difficult for this boy to unlearn his present maladjus- 
tive attitudes toward himself and others. He should attend the academic 
school and also begin a vocational program. Because an institutional setting 
probably cannot give him the necessary individualized treatment, an early 
return to the community should be considered. 

Subsequent History 

Since his commitment Harold has run away from the institution six times. 
He has invariably returned to either his own or the foster home. His very 
strong need for love and sympathy seems to have been one of the factors 
behind these runaways. It might be said that his longing to be with his 
mother, noted even before his commitment, has made it difficult for Harold 
to accept any of the institutional stafi as a substitute. This has accentuated 
his feelings of loneliness and attitude of hostility toward the institution. His 
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explanation for his initial runaway was simply that he wanted to see and be 
with his mother. It is not surprising that Harold is known as an “up and 
downer”; one day he appears content and does excellently on the job and the 
next day he may be sullen, moody^ and useless as a worker. He gets angry 
quickly and is likely to fly off the handle. He has stolen various objects both 
in the institution and during his runaways. When he is caught doing some- 
thing wrong he will hang his head in shame and grin sheepishly. Although 
he is a likable boy and has a hail-fellow-well-met manner, his moodiness, 
undependability, and impulsivity have made it difScult for him to establish 
enduring friendships. He is not a leader in his group but rather a follower. 
Harold has had many different training jobs in the institution but his ina- 
bility to withstand frustration and to adjust to the requirements of the 
situation has made for short tenure on each job. An activity which he seems 
to enjoy is making wooden objects, using magazine sketches as models. He 
works alone and figures out the problem himself. On one of his vacations at 
home he obtained a job by himself. His supervisor reported that Harold was 
a good worker and had picked up the work very quickly during his first 
two days on the job. Harold had to be returned to the institution because 
his mother could not give him adequate supervision. In July, 1947, Harold 
was given the Wechsler-Bellevue Scale. He obtained a performance scale 
LQ. of 105, a verbal scale LQ. of 70, and a full scale LQ. of 85. 

After one of Harold’s earlier runaways, during which he had a homo- 
sexual episode with an older man, it was arranged for him to come to the 
psychologist to talk things over. Although Harold had been always very 
friendly with the psychologist and appeared very eager “to talk over what 
bothered him and made him unhappy,” in no interview was he able to 
verbalize spontaneously any personal feelings. When the interview was 
handled in a nondirective fashion, Harold usually sat with a sheepish grin 
on his face, his head slightly bent, completely unable or afraid to express 
himself. When a more directive approach was used, Harold would simply 
deny that anything bothered him or that he was unhappy. Despite the un- 
productiveness of the interview, Harold always chose to make more appoint- 
ments. When the psychologist remarked about this discrepancy, the boy 
again could find nothing to say. After a couple of months the interviews 
were terminated by the psychologist when it became apparent that he could 
not establish other than a superficial relationship with Harold and that the 
latter could not terminate the relationship because the former might view it 
as an aggressive, rejecting act. 

During the fourth year of his institutionalization Harold was given a job 
working with a middle-aged female employee who was able to show him 
a good deal of personal attention. It was a shipping-clerk type of job and he 
apparently liked it. The employee seemed to serve as a mother substitute to 
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Harold and the relationship appeared, as no other one had, to be emotion- 
ally satisfying to him. His misbehavior became infrequent to the point 
where he was considered for return to the community. 


Case 3 

(Medical Diagnosis: Cerebral Palsy) 

Bac\ground Material 

John was born January 27, 1923, the third of six siblings. He was born a 
month prematurely several days after the mother returned from the hospital 
where she had pneumonia. Delivery occurred without the use of forceps 
and there was no suggestion of intracranial hemorrhage. At the age of eight 
months the boy was hospitalized for an abscess of the throat, and the mother 
was told at the time that he had a cerebral hemorrhage as a result of which 
his left arm and leg were paralyzed. There is no history of convulsions. He 
had no treatment after leaving the hospital until 1929, when he was again 
hospitalized for orthopedic work. In 1939 additional corrective surgery was 
attempted which necessitated four admissions to a hospital. As a result of 
these operations the boy was able to walk better, but it was still necessary 
for him to use crutches. 

John started school at the age of six and left at 16 when he was in the 
seventh grade, although it is probable that his achievement was actually 
lower and that he was pushed from grade to grade. The boy always im- 
pressed people as being very lethargic and his slow manner of talking usu- 
ally was interpreted as an indication of his mental retardation. He had 
practically no friends and showed litde initiative in developing activities or 
interests. During one summer, however, he did become interested in mount- 
ing butterflies, but this interest soon disappeared. His most abiding interest 
has been in repairing clocks and it is reported that he has had surprising 
success in this endeavor. The family, aside from an overprotective mother, 
has shown little genuine interest in the boy. The two younger siblings’ atti- 
tude toward him is one of tolerance and they have seldom if ever sacrificed 
their own pleasures for the sake of their brother. The three older siblings 
live away from the home. The father, who is incapacitated also because of a 
cerebral hemorrhage, is very dependent on the mother and never assumed 
much responsibility for his son’s care. The family lives in a five-room cottage 
in an isolated part of a small Connecticut town. There are no light or toilet 
facilities. The water supply is provided through a hand pump in the house. 
Their heat is furnished by two stoves which are fueled with wood and 
whatever coal they can pick up from the railroad tracks. 
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In 1941, John was given a psychological examination and obtained an 
LQ. of 72. The psychologist stated that the boy*s test results were barely 
above the high-grade defective level and that his capacity to profit by voca- 
tional training would be impaired by his physical handicap. On an aptitude 
test given to him in a state employment oj£ce in 1942, he did poorly on all 
sections of the test. 

John was referred for testing to the outpatient clinic of the Southbury 
Training School as a possible case for commitment. The boy, his family, and 
the interested social agencies were all very eager for commitment. 

The following is the psychological report. 


Psychological Report (3119144) (C.A. 21) 

General Observations 

John is a crippled boy whose left arm and leg have little mobility, making 
crutches necessary. Even with crutches this boy can get around only in a very 
slow manner, especially going up and down stairs. However, it was never 
necessary to aid him in any way. 

This boy seemed neatly dressed, although close inspection of his clothes 
showed them to be well worn and in the process of tearing. There was never 
any question of his cobperativeness but he rarely ventured a spontaneous 
opinion or statement unless the conversation was initiated by the examiner. 
John usually spoke in a soft almost inaudible tone and it seemed as if it were 
difficult for him to open his mouth any distance. It was frequently necessary, 
therefore, to urge him to speak louder and repeat what he had said, although 
such directions did not produce too clear, audible speech except for a few 
minutes. Only occasionally did John say anything which was revealing of 
himself or his activities. He did speak about the fact that he liked the movies 
a great deal and that it was his chief means of recreation; he expressed a dis- 
like for war pictures because too many of them were being shown. He also 
mentioned his tinkering with clocks and said that he liked to try to repair 
them. The extent of his success in this line could not be accurately deter- 
mined but he did seem to know what he was talking about. In general, it 
was the examiner’s impression that this boy leads a narrow, monotonous 
existence in which his own imagination and thoughts have become substi- 
tutes for environmental stimuli. It would seem that the present environment 
is of little value in helping him utilize his potentialities intellectually or 
emotionally. 


Tests 

Terman-Merrill (L) 
Arthur Point Scale 
Rorschach 


Results 

M.A. 12 LQ. 80 

M.A. 11-5 LQ. 76 
See text 
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Discussion 

Terman-Merrill. Basal was established at 9 years with successes through 
14, On those items involving the abstraction o£ meaning in terms of form 
relationship, as in paper cutting and memory for designs, this boy succeeded 
on all levels (9, 11, and 13) where these tests are given. Reasoning on the 
basis of verbally presented problems was good and represented his upper 
level of successes: passing verbal absurdities at 9, 11, and 12 years, similari- 
ties at 11, problem of fact at 13, and the directions item at 14 years. At the 
14-year level the picture absurdity was also passed. There was a noticeable 
tendency for poor functioning in items involving memory; such items were 
the only ones failed at 10 and 11 years, digits reversed one of the two items 
failed at 12, and word memory and bead chain two of the three items failed 
at 13 years. The reason for this memory picture may be the fact that John 
seemed to have a good deal of anxiety during this test and, as is sometimes 
found in such cases, a relatively poor memory reflected this state. This boy’s 
vocabulary was well within his general range of functioning, vocabulary and 
definition of abstract words being established at 12 years. John’s timidity 
and difficulty in speech, plus his limited background, are factors which 
probably have hindered verbalization. In general, this boy is not function- 
ing in a defective manner and the quality of his work seems to indicate that 
the obtained results are a minimum. 

Arthur Point Scale, The lower score obtained on this test must be under- 
stood in light of this boy’s slowness in the manipulatory tasks which make 
up a good part of it. On the Seguin, Casuist, and Mare and Foal items, in- 
volving relatively gross manual dexterity, John’s slowness and cautiousness 
depressed his scores somewhat. However, in a task involving abstraction in 
terms of form relationships, the Kohs Block Designs, he went well beyond 
his obtained mental level on the scale. He had little difficulty with the de- 
signs, and only failed to complete the last one. He worked carefully and 
seemed to enjoy the challenge which the increasing difficulty of the designs 
presented. On the Porteus Mazes he likewise showed efficient planning and 
foresight; and although he made errors, he rarely repeated the same one 
twice. The results of this test corroborate the conclusion reached from the 
Binet as to the nondefectivt nature of this boy’s functioning. 

Rorschach, John’s responses to the ink-blots were all adequate in terms 
of form level and several were so well seen that they must be considered as 
being above average. 

Card I 

1. 2 eagles close together 1. This part is one wing of this bird and this is the 

head (Q) it looks like an eagle Fm making at home for 
a clock — ^in here is the clock and the two eagles are 
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Standing on the clock — the part around here is the 
wooden part of the clock (the clock and the wooden 
frame are traced by John as two concentric circles in 
the area usually seen as a “bell”). 


Card X 

1. the white space 1. (John was asked to trace the response which is 

looks like a turtle found in the inside white space in which a “wish 

bone” is commonly seen.) These are four legs sticking 
out of the shell — and this is the head (Q) I’d say he’s 
walkmg because that’s the only time his legs are out — 
he draws them in when he’s not walkmg — the same 
for the head. 

From John’s comments it seemed that he interpreted the instructions o£ 
the test to mean that the whole card was to be used for a response. His initial 
comment to Card I was, “It’s hard to judge.” In Card III he saw the usual 
men and went on to say that he couldn’t figure out what the red areas might 
be. A similar whole approach was also evident in Card VIII . It is not sur- 
prising that 6 of his 12 responses were of the whole variety. It is important 
to note that this whole approach did not interfere with his better judgment. 
The whole responses he gave were of good form and where he could not 
give such a response he was able to shift and respond to details. The 
only time when John seemed unable to shift was in Card VI, to which he 
said, “I can’t get that one. I never saw one like that before.” His rejection 
of this card seemed due as much to his cautious, need-to-be-certain attitude 
as to adherence to the whole approach. Whereas some individuals with the 
whole approach might feel compelled to respond, John would not do so un- 
less he was very sure that he could justify what he said. An indication of his 
cautious approach is his long reaction time to the cards. On the basis of the 
above observations it might be said that John is a very insecure person who 
tends to respond only when he is sure of himself. These self-attitudes prob- 
ably prevent him from responding spontaneously and his overcautiousness 
might very well be interpreted by some as a lack of intellectual capacity. 
This conclusion would hold especially for those situations in which adjust- 
ment to unfamiliar people and tasks is required and where he feels “on the 
spot.” 

As one might expect, the constellation of determinants in John’s record 
indicates a rather subjective and self-conscious type of responsiveness. This 
conclusion is based on several considerations. First, in explaining his re- 
sponses he would tend to relate them to his own experience. Second, John 
responded only once to the physical properties (color and shading) of the 
card; even though his attention was frequently drawn to the colored areas 
either he stated that color was not an integral part of his response or he did 
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not use the colored areas at all. An example of how this boy does not re- 
spond to the more obvious characteristics of external stimuli is Card X, 
where his first response (the turde) was to the white area. A third factor 
indicating John’s personalized approach is his giving of two human move- 
ment responses (II and III). Fourth, he also gave several additional animal 
movement responses. 

When his subjective (self-centered) way of responding is taken in con- 
junction with the already mentioned fear or reluctance to respond, one gets 
the picture of a boy who would have great difficulty in expressing personal 
feeling or in initiating an interpersonal relationship. This is the record of 
an individual who would avoid situations in which he would be expected 
to respond. He is an essentially constricted individual who has few ways of 
personal expression. 

Conclusion 

On the basis of the psychological findings it is felt that a diagnosis of 
mental deficiency is not warranted. In light of his physical handicap as well 
as his unstimulating family environment, in addition to the geographic iso- 
lation of his home, the social dependence of this boy cannot be taken at face 
value. There is no indication that a brain injury is interfering with intellec- 
tual functioning.® 

It is the examiner’s impression that this boy has the capacity of being 
economically and socially self-suflScient. Because of his physical handicap he 
may need outside aid from time to time, but such dependence should not be 
attributed to intellectual incompetence. To institutionalize this boy will re- 
sult in reinforcing his dependency (and an unhealthy behavior pattern) and 
insuring that he will always be a custodial case. Community resources should 
be more effectively utilized before this boy is institutionalized for life. 

Follow-Up Report 

On the basis of the psychological report John was sent for several months 
to the New York Institute for Crippled and Disabled for physical reeduca- 
tion work. Although he was taught how to get around with a cane instead 
of crutches, his anxiety about his physical inadequacy hindered him from 
gaining the confidence necessary for greater independence. At the present 
time he uses his cane sparingly. While at the Institute John participated in 
the war training program at New York University, where his performance 
in inspection work resulted in his promotion to machine shop training. 
When returned to Connecticut, a home was found for him and a job ob- 
tained involving the assembling of rather small pieces which contained an 

®An electroencephalogram taken subsequent to the psychological examination was 
normal. 
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insecticide used by the armed forces. He has already been given one raise 
and he seems to be doing a very adequate job. In striking contrast to his 
former barren existence, John has made friends and seems to be more inde- 
pendent than ever before. 


Case 4*^ 

(Diagnosis: Mental Deficiency, Unknown Etiology) 

When Ned was born in 1940, he cried to such an extent that an x-ray of 
the lungs was taken. It was found that the baby had “a lack of oxygen” and 
he was in and out of an oxygen tent for six weeks. According to his mother, 
he sat alone at eight months, stood at sixteen months, walked at twenty-two 
months, talked a bit at five years, made complete sentences at six years, uses 
fingers and hands clumsily, and is still unable to tie his shoes. Ned was 
entered in school in 1945 and the following is the report of his kindergarten 
teacher: 

“Ned entered kindergarten September, 1945. During the year I observed 
that Ned found it difficult to adapt himself to his new environment. When- 
ever he felt the other youngsters were treating him badly he would use 
physical force in order to gain his point. That is, Ned would scratch, kick, 
spit, put his hands around a youngster’s neck as if to choke the child. 
Also he made marks on other children’s drawing papers during work 
period. 

“Ned also was retarded in his speech. He could not pronounce simple 
words, and the only medium he had for communicating with others was 
shaking his head and making funny sounds. 

“Also he was not able to take care of his physical needs and often dis- 
played this lack of control in the room. 

“He was extremely lacking in motor control. Because of this, skipping 
and marching was a difficult task. 

I promoted him to Grade One in June, 1946. The following September 
he spent a month in Grade One and on the request of the first grade 
teacher returned to the kindergarten. He improved slightly physically 
and mentally during the second year in the kindergarten. 

However, by June, 1947, he could not do kindergarten work as well 
as the slowest kindergarten child. Nevertheless I promoted him to Grade 
One on condition. 

“During the course of his second year I recommended that Ned be 
tested by the State, In the spring of the year he was tested and the exam- 

^ The writer is indebted to Mr. Frank Auld for contributing this case. 
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iner told me he would recommend that Ned stay home a year and then 
spend another year in the kindergarten. I, also, feel this would be good 
for Ncdr 

Ned was tested (Stanford-Binet, 1937 L) in 1947 at which time he re- 
ceived an M.A. of 4-2 and an LQ. of 65. The psychological examiner recom- 
mended that Ned be excluded from school for one year. 

In 1948 Ned was reentered in school. During that year, on the recom- 
mendation of the school, he was brought by his mother to the Pediatric 
Clinic of the New Haven Hospital for an evaluation. An x-ray of the skull 
was taken and the results were considered ‘‘indeterminate.” There was a 
suggestion of premature ossification of the coronal sutures, but it was “im- 
possible to tell whether or not sutures are closed.” 

It was the pediatrician’s impression that Ned was mentally deficient and 
a psychological examination was recommended. The pediatrician also ob- 
served that Ned’s mother “was too ambitious for him.” The family history 
was noncontributory for an etiological diagnosis. 


Psychological Examination (8115148) ( C.A. 7-2 1 ) 

General Observations 

Ned is small for his age. He has green eyes and blond hair, is slender of 
build and pale in complexion. He came to the clinic neatly dressed. Ned 
seems very immature socially: he came into the office dragging a pull-toy 
behind him; he did not know how to take his coat off and hang it up; in 
the bathroom he did not turn the water on and off for himself but expected 
the examiner to do it for him; his language was childish; and he asked 
several times (more than most children of his age) whether his mother 
would come for him. Ned expects other people to do things for him — even 
things he could do for himself. For example, in the bathroom he did not 
manage the faucet for himself, and in the examining room he asked the 
examiner to untie a belt on a doll for him — ^later he untied it without help. 

Ned seemed a little distractible during the tests. His attention shifted to 
objects in various parts of the room; at one time he heard a fire engine and 
immediately ran to the window; later, he heard a baby cry and, turning his 
head toward the sound, exclaimed, “Somebody cry!” Although one reason 
for these shifts in attention seems to be an inability to refrain from attend- 
ing to new external stimuli (distractibility), another reason is his desire to 
divert the examiner from continuing the test. When a task became too hard 
for him, Ned might ask a question about something in the room or suggest 
another task he would rather do — ^for example, “I want to make lines over 
there” (on the easel). 
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His speech was very childish. He spoke poorly— softly and unclearly. His 
words were poorly formed: for example, “tock^* for ‘‘clock,” “spoo” for 
“spoon,” “loo” for “blue.” He used baby words: “choo choo” instead of 
“train” or “engine ” He formed sentences with dijO&culty, In short, his ver- 
balizations are characteristic of the average 35-year-oid child. He has certain 
liabits of orderliness that seem related to his desire to conform to his mother’s 
wishes. He has learned a few habits of putting things in their place. For 
example, he said he wanted to put the furniture back into the doll house 
before his mother came back; he wanted to close the door, which was ajar; 
he wanted to put building blocks back into the bag they came from. That 
Ned is very dependent on his mother is evidenced by the following: (1) 
When the two came into the office, he stayed close by her side, saying hardly 
a word. (2) He was quite concerned during the examination that she return. 

Apparently his mother is much concerned that Ned “do well.” She came 
with him to the examining room and stayed until the examiner explained 
that it was not customary for parents to stay. As she left she admonished 
Ned, “Now be a good boy and do what the doctor says.” After the tests 
were over, the examiner remarked to the mother that Ned was nicely 
mannered (“You have a nice boy . . .”) and she replied, “Yes — think he’s 
shown a great improvement in the last year or two ... I hope he’ll make 
out all right.” 

Tests Results 

Revised Stanford Bmet (L) M.A. 5-4 LQ. 67 

Arthur Point Scale M.A. 5-7 LQ. 71 

Discussion 

Revised Stanford-Binet Intelligence Test (L), Ned earned a mental 
age of 5 years 4 months on the Binet, which yields an LQ. of 67. This lies 
at the boundary between borderline intelligence and mental defect. It is 
likely, however, that his I.Q. on future examinations will be somewhat 
lower because the tests from the six-year level on up become increasingly 
more dependent on conceptual thinking and verbalization, activities which 
are markedly defective in this boy. For example, Ned failed all items on the 
seven-year level so completely that it is unlikely that on reexamination in a 
year he will be able to show a sufficient increase in mental age to maintain 
an I.Q. of 67. If his I.Q. should decrease, it will obviously be due not to any 
deterioration process but to the fact that his intellectual inadequacy will 
become more apparent. 

He is most facile at tasks that do not require “immediate memory” (pay- 
ing attention to language) or verbalization at a conceptual level. Conversely, 
he does most poorly in tasks requiring conceptual thinking. He can count 
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up to four with difScuIty; he does the six-year number concepts test barely 
satisfactorily. These accomplishments are likely the result of special training 
by his mother and do not indicate understanding of number concepts. 
There is no indication on this test that Ned’s intellectual capacity is above 
the defective range. 

Arthur Point Scale, Ned’s best performances on the scale were on the 
Seguin Form Board, the Mare and Foal test, and the Picture Completion 
test, all of which he passed at the six-year level. These tests have in common 
the fact that they are activities in which conceptualization or self-verbaliza- 
tion of a procedure is not important. 

Ned gave up rather easily on the Two-Figure Form Board, filling only 
one hole because he failed to fit the remaining pieces into the second hole on 
the first attempt. Similarly, he accepted inferior solutions for the Picture 
Completion test and did not persevere to find better pieces. One should not 
think, however, that with more perseverance he would do greatly better on 
the scale; the chief cause of his failure on the scale is lack of ability. 

Summary and Conclusions 

The results of the two intelligence tests given indicate that Ned is prob- 
ably not capable of school work in regular classes. Intellectually he is at 
present at the boundary between borderline intelligence and mental defect. 
It is probable that his mental age will increase slightly in years to come, but 
that the increase will be so slow that his I.Q. will stay the same or decline. 
In estimating his future mental capacity we must keep in mind his present 
inability to do conceptual thinking. This deficiency will likely be a serious 
limitation to further increases in M.A. score on the Binet. 

Socially, Ned is quite immature. His intellectual and social limitations 
suggest that he needs special instruction. If he is given special instruction, he 
may be able in time to learn to read simple materials and to do a few sums. 
In the examiner’s opinion, it is probable that his academic progress will not 
go beyond these accomplishments. He can probably learn to take care of his 
everyday needs (dress himself, wash, avoid common dangers) and to do 
some useful work that is not intellectually too taxing, i.e., work that is 
routinized and requires no judgment. 

Taken together with the facts in the medical history and his obvious social 
immaturity, the psychological results and observations seem to warrant a 
diagnosis of mental deficiency. The combination of facts indicate a true 
developmental retardation rather than an “environmental” one. 

The examiner feels that Ned’s mother should not be permitted to harbor 
false hopes that her son can be “trained out of” his backwardness. The ex- 
tent of his limitations must be explained to her. She should understand that 
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he will probably never be capable of ordinary school work, or of ordinary 
work requiring flexibility and judgment. She should be encouraged to let 
Ned do just as much for himself as he can, however. There are a few evi- 
dences that she does a litde too much for him, and that there are some tasks 
of which he is capable that he has not learned to do for lack of opportunity. 

It is recommended that psychological examinations be given at yearly 
intervals in order to evaluate Ned’s progress. If his mother’s attitude toward 
him is not changed and individual academic instruction is not given, there 
is no reason to expect that this boy will show any “improvement.” 



Chapter 5 

GARDEN-VARIETY MENTAL DEFICIENCY 


In Chapters 1 and 2 mention was made of the garden-variety or sub- 
cultural defective. The diagnosis in these cases is made when intelligence 
test results indicate “defective or inferior intelligence in one or both 
parents and in practically all of the siblings, and on the failure to find 
any evidence in either the history or physical examination suggesting 
[nonhereditary] factors. . . . Mental status is practically invariably in 
the moron classification” (331), These criteria, as stated, are in practice 
open to several sources of error. First, more often than not it is impos- 
sible to give a battery of psychological tests to the parents of these 
children in order to evaluate their intellectual functioning. Conse- 
quently the clinician must depend on “impressions” or a written report 
by a social worker for data to satisfy the criterion of defective or inferior 
parental intelligence. That such procedures do not have a satisfactory 
degree of validity is precisely one of the reasons why psychological 
testing gained the support that it did. Although the impressions of 
the clinician may agree in some cases with the subsequent results of 
testing — and these are cases he tends to remember — ^thereis no scientific 
evidence to indicate that such subjective procedures are reliable or 
valid. That the data necessary for fulfilling the criteria of garden-variety 
deficiency are in practice usually not available can be seen in T able 4. 
The table includes all the cases that had been committed to an institu- 
tion during a six-month period and for whom a diagnosis of garden- 
variety deficiency had been made. It seems clear that the evaluation of 
parental and sibling intelligence is largely made on the basis of reports 
from secondary and tertiary sources. 

Another source of error in using the criteria of garden-variety defi 
ciency is the sole dependence on test scores for a diagnosis. Hal 
perin (127) gave the Penrose-Raven Progressive Matrices Test to the 
parents and siblings of 318 institutionalized defectives. In 143 cases of 
aclinical amentia, presumably the garden-variety type, approximately 
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Table 4. Available Test Data on Patient and Family in 20 Unselected 
Cases of Garden-Variety Deficiency 


Case 

Precommitment 
Tests (Patient) 

Mother Tested 

No. of 

Father Tested Siblings 

No. of 
Siblings 
Tested 

1 

Binet 

No 

No 

8 

2 

2 

Binet 

No 

No 

4 

0 

3 

Binet 

No 

No 

9 

5 

4 

Binet 

Yes, data not 
available 

Father unknown 

0 

0 

5 

Gesell Scale 

No 

No 

8 

5 

6 

Binet, Otis 

Ferguson, Healy 

P.C. I 

Yes 

No 

1 

0 

7 

Wechsler-Bellevue 

No 

No 

2 

0 

8 

Binet, Otis, 

Ferguson, Healy 

No 

No 

5 

3 

9 

Binet, Otis, 

Ferguson, Healy 

Yes 

No 

7 

6 

10 

Binet 

No 

Father unknown 

3 

0 

11 

Binet 

Yes 

No 

1 

1 

12 

Binet 

Yes 

No 

1 

1 

13 

Tested — data 
not in history 

No 

No 

4 

0 

14 

Wechsler-Bellevue, No 

Goodenough, Woodsworth- 
Cady 

No 

5 

0 

15 

Binet, Ferguson 

No 

No 

4 

2 

16 

Binet 

No 

No 

2 

0 

17 

Binet 

No 

No 

2 

0 

18 

Binet 

No 

No 

3 

0 

19 

Wechsler-Bellevue, 

Goodenough, 

Woodwordi-Cady 

No 

No 

5 

0 

20 

Bmet 

No 

No 

2 

0 


38 percent o£ the mothers were defective, 54 percent were inferior, and 
8 percent were normal. Of the fathers, approximately 25 percent were 
defective, 64 percent inferior, and 12 percent normal. Although these 
results confirm the assumption that the parents of patients diagnosed as 
garden-variety defectives tend themselves to have defective or inferior 
test ratings, it should be noted that the result of a single test is con- 
sidered sufficient for an evaluation of mental functioning. Whether the 
parents with defective or inferior test scores were socially adequate, 
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economically self-sufficient, and independent of external supervision 
W'as a factor that was not considered. Labeling an individual as defective 
on the basis of a low test score seems to rest on the assumption that 
whatever abilities are necessary for independent social or vocational 
day-to-day functioning are unrelated to whatever abilities the test is 
supposed to measure. If this assumption is not made, then the level of 
intellectual activity indicated by an individuaPs job performance or 
social competence must be given at least as much weight as his test 
score. If the level of activity in the job and test situations is not the 
same, there is no logical reason for giving more weight to one or the 
other situation. The problem of the examiner is to determine how 
differences in adequacy of response may be related to differences in 
stimulus conditions. For example, it is a common occurrence for some 
college students with very high test ratings to do poorly in mathematics, 
whereas others at a similar level find such courses a snap. In the case 
of the former it is not unusual to find that their anticipatory reactions 
of anxiety and inadequacy toward the subject matter, unduly reinforced 
by their initial failures, prevent them from learning those procedures 
which make for adequate comprehension. In such cases mathematics 
performance and test rating are both characteristic of the individual's 
functioning. It is misleading to attach more weight to either of the two 
situations. What is important to determine is why the person is more 
adequate in one situation than in another. In the case of defectives one 
must likewise determine what factors make for a level of adequacy in 
one situation, e.g., a job, which is above or below the level indicated by 
the test situation. 

Sarason (258) has presented the case of a girl whose efficiency and 
adequacy in the test and the job situation were markedly different. She 
had been institutionalized when she was 15 years of age. The diagnosis 
was garden-variety defective. Several years after her commitment she 
was assigned to the hospital laboratory to do the simplest of routine 
tasks. After one year she was able to perform the following tasks : 

1. Sterilization and chemical cleansing of glassware used in bacteriology 
and quantitative chemistry. 

2. Preparation of bacterial media, physiological and chemical solutions 
used in bacteriology, hematology, and qualitative chemistry. 

3. Cleansing of volumetric, graduated, and hematological pipettes and 
special chemical filters. 
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4. Complete urinalysis, except for microscopic including qualitative and 
quantitative sugars, albumin, acetone tests, and specific gravity. 

5. Streaking and plating of bacterial cultures with aseptic technique. 

6. Assistance in quantitative blood and tissue chemistry as in total pro- 
teins, lipids, sodiums, and potassiums. 

7. Staining of hematology and bacterial slides. 

8. Taking stool cultures and finger blood tests alone. 

9. Keeping daily record of work performed. 

10, All blood typing (all work is, of course, checked by the head of the 
laboratory). 

This girl was also receiving and responding to instruction in the use 
of the microscope. As a result of her performance, which was a surprise 
to the hospital staff, she was given a phychological examination. The 
results of the testing were: 


Terman-Merrill (L) 

M.A. 10-6 

I.Q. 70 

Arthur Point Scale 

MJV. 10-11 

I.Q. 73 

Rorschach 



Achievement 



Reading 

Grade 3.9 

Age equivalent 9-3 

Arithmetic 

Grade 4.9 

Age equivalent 10-4 

Spelling 

Grade 3.0 

Age equivalent 8-3 


“Before and during the examination this girl seemed very anxious and in- 
secure. Although she had known the examiner for several years and had 
come to him for advice and help, she was tense, somewhat overly polite, and 
seemed as if she had decided to avoid at all costs doing or saying the ‘wrong' 
things. It was as if she felt that much depended on how well she did on the 
tests, (It is a commonly expressed attitude among institutionalized children 
that if they do well on their ‘brain’ tests they might be placed back in the 
community at an early date.) The desire to do well, to impress and achieve, 
was very strong in this girl. Associated with these feelings was an equally 
strong anticipation of failure. Her desire to impress and achieve was so 
strong that even before directions for a task were completed she would nod 
her head knowingly, although it was evident that her anxiety about her 
ability to grasp directions prevented full comprehension. When she was 
given the memory-for-designs item on the Binet, she very quickly and in- 
accurately scribbled some designs which had no relationship to the originals. 
Questioning revealed that she thought she was to reproduce the designs as 
quickly as possible. When given another piece of paper and told that speed 
was not a factor, she did noticeably better.^ In light of the influence which 

^ The card with the designs was not exposed a second time. 
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lier attitudes exerted over comprehension of directions it is not surprising 
that she failed almost every item involving exact recall. On items involving 
a sustained oral response to a verbally presented problem, she had difficulty 
in expressing herself, stammered a great deal, became upset, and had to be 
encouraged often in order to calm her and obtain a clear response. For ex- 
ample, it was approximately six minutes before she was able to express 
clearly her thoughts concerning the second verbal absurdity at eleven years. 
On the Rorschach, where in contrast to the Binet she could formulate her 
responses in her own way and where tracings eliminated much questioning 
by the examiner, the accuracy of form of her responses was very good, even 
though she tended to respond to the whole card. She was not satisfied with 
the irregular features of the blots but attempted to improve upon them, and 
her embellishments definitely enhanced the form accuracy of her responses.” 

It seems reasonable to assume that the intellectual level and efficiency 
of this girl’s job performance are above those revealed by her behavior 
in the test situation. To use either the job or the test situation as an 
indicator of her intellectual adequacy would, however, obscure the fact 
that her behavior in both situations is characteristic of her functioning. 
The question to be answered is: What were the differences between 
the two situations which may be related to the differences in response 
that they stimulated.^ The test situation was not unfamiliar to this 
girl. However, ir may be assumed that her previous experiences in 
such a situation were not of a kind to arouse feelings of adequacy or 
self-confidence. The nature of the situation — ^its teacher-pupil, question- 
answer quality — was one in which she had experienced failure and one 
on which unpleasant consequences were based. As in the teacher-pupil 
relationship, this girl knew that she was being tested by a person 
whose opinions were important to her future. Another factor which 
would heighten the stressfulness of the situation was the inordinate 
strength of her desire to do well at the same time that she fearfully 
anticipated failure. In summary it may be said that this situation 
engendered feelings and attitudes toward the self, the test, and the 
examiner which interfered with efficient performance. In contrast to 
the above, this girl’s learning process in the job situation was rather 
different. Her initial tasks upon coming to the job did not involve 
learning new responses. She felt happy about working in the lab- 
oratory, developed strong feelings of loyalty to her supervisor, and 
was rewarded by the personal interest shown her. Gradually she was 
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given other responsibilities to which she responded adequately. The 
relationship between the girl and her supervisor was such that failures 
or mistakes or shortcomings of the former were not accompanied by 
ridicule, embarrassment, or withdrawal of interest by the latter. The 
girl’s behavior was rewarded by feelings of achievement, responsibility, 
and recognition. 

A question that might legitimately be asked about this case is the 
suitability of the diagnosis of mental deficiency on the basis of which 
she was committed to an institution. The answer depends in large 
measure on the criteria employed. If one goes according to test score, 
he might say that both at the time of commitment and on subsequent 
testing this girl possessed defective or inferior intelligence. To utilize 
the criterion of test score is legitimate as long as one is aware that 
labeling this girl as defective indicates little about her psychological 
functioning and development. However, since a diagnosis of mental 
deficiency is interpreted to mean that the intellectual and social inade- 
quacy is due to some kind of defect that existed at or shortly after birth, 
the test score criterion may give misleading implications. In the present 
case, for example, home conditions had always been extremely unfavor- 
able from a social, economic, and moral viewpoint. The mother was 
noted for her promiscuity and had at one time been committed to the 
state farm. There were ten children in the family and this girl received 
practically no supervision. According to the case history she was encour- 
aged by her mother “to go out on the streets at night” and have sexual 
relations with older men. In light of this type of background it would 
be hazardous to assume with any degree of confidence that this girl’s 
social and intellectual inadequacies were completely due to a lack of 
potentiality for normal development. 

Another question that might be raised concerns the validity of this 
girl’s having been placed in the garden-variety etiological grouping. Of 
her eight living siblings, one is reported to have an I.Q. of 71. There 
are no data on the other siblings, although there is no evidence from 
the case history that they would have obtained low test scores. The 
mother was reported as having an I.Q. of 56 and the father was at one 
time considered as “fairly intelligent but dissipated.” Although some 
might maintain that these data are presumptive evidence for establish- 
ing an etiological diagnosis, one is justified in maintaining that in this 
case the difierence between presumption and fact may be considerable. 
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Cases like the one just presented are not the rule among institution- 
alized, garden-variety defectives. The frequency of such cases in an 
institutional population is not high, probably because the program for 
such children is determined more by test score classification than by a 
conscious attempt to apply or to experiment 'with psychological prin- 
ciples of behavior. This statement should not be taken to mean that all 
institutionalized garden-variety defectives are capable of vocational suc- 
cess at a level above that indicated by test scores. What is meant is 
that the institutional setting seldom provides conditions of learning 
which are calculated to increase adequacy of response. 

Follow-Up Studies 

The misleading nature of diagnoses based on test scores is further 
revealed by the studies { 14 , 19 , 81 , 161 ) which have followed into adult 
life children who had been diagnosed as mentally defective when in 
grade school. Although these studies did not take account of etiological 
factors, the description of the socio-economic-cultural background of 
these noninstitutionalized cases suggests that many were of the garden- 
variety type. It has been estimated that while the garden-variety 
defective makes up from 45 to 55 percent of all institutionalized de- 
fectives, they comprise about 65 to 75 percent of defectives in the 
community. It would be expected, therefore, that studies of community 
defectives would include some of the garden-variety type.^ These studies 
showed that the academic achievement, economic self-sufficiency, and 
social adjustment of these groups were surprising in light of their 
original intellectual classification. In Bailer s study { 19 ) of 206 sup- 
posed defectives, all with LQ.’s below 70 when in grade school, 33 
completed eighth grade, 3 finished high school, and 1 entered college. 
In some who reached junior high school their curriculum had been of a 
special type. As to economic self-sufficiency, 27 percent were wholly 
self-supporting, 57 percent were partially so, 8 percent were totally 

2 Many of the problems raised by Schmidt’s study (Chapter 1) confront us again here. 
The reliance on a score from a single test, the absence of any developmental or neurological 
data, and the paucity of information about the intellectual and social competence of parents 
and siblings make the drawing of conclusions about the composition of the groups very 
hazardous. How many of these cases would not have been called defective if more data 
were available is unanswerable. Although the writer has stated that some of the cases were 
probably of the garden-variety type, it should be emphasized that this is a deduction and 
not a fact. These studies have been mcluded here as much to point up methodological 
problems m diagnosis as to see what light may be shed on garden-variety deficiency. 



108 PSYCHOLOGICAL PROBLEMS IN MENTAL DEFICIENCY 

dependent, and 8 percent were confined in institutions. Although 
Bailer’s defective group was far more dependent than his control group, 
it is surprising that as many did as well as they did in view of the fact 
that the study was made during a severe depression. As part of a similar 
follow-up study, Fairbank { 81 ) attempted to locate 22 of the original 
group of 166 who had the lowest test ratings and had also been described 
as having ''no prospect of becoming self-supporting adults.” When 
approximately sixteen years later 17 of the 22 were located and re- 
studied, 8 of the men were self-supporting, 4 of the women had married 
economically adequate husbands, and 5 were dependent on family or 
community. 

“One of the [LQ, 58] boys in this group who showed many delinquent 
traits in 1914 and had a history of feeblemindedness, insanity, and immoral- 
ity, spent four years in the first grade, and after six months in the second 
grade, spent the remaining three and a half years in the ungraded class. . . . 
At fourteen this boy got a work permit and for almost ten years has been 
working steadily and successfully with an insulator company as a responsible 
inspector. . . , He is very proud of the fact that once when he was home on 
sick leave for a few days, they sent for him to come back because his substi- 
tute had spoiled several hundred dollars’ worth of material in his absence. 
He says, 1 was no good in school, but when I got married, I knew I’d got 
to dig out.’ There has been no further delinquency, although infrequently 
he goes on a spree. He has learned to read the newspapers through having 
become interested in athletics, but can write only his name. 

Hegge { 136 ) has reported on the occupational status of 177 higher- 
grade defectives during the Second World War. The subjects in his 
study were parolees from the Wayne County Training School. Hegge 
divided his subjects into those with Binet I.Q.’s between 50 and 75 and 
those with quotients of 76 or more. Although the cases were not divided 
into etiological groupings, it may be assumed that since the garden- 
variety defective represents between 45 and 55 percent of an institu- 
tional population, many of Hegge s cases fell in that category. Hegge 
found that ( 1 ) his cases were not significantly dependent on family or 
friends for employment, ( 2 ) a large proportion worked above the 
xmskilled level, (3) the majority held their jobs for three months or 
more, (4) the lower LQ.’s compared well with the higher I.Q.’s on 
most of the variables studied, and (5) there was no relationship between 
I.Q. and wages. Regardless of the influence of a war economy on 
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employability, these findings suggest that the level of intellectual activ- 
ity reflected by job performance is not uncommonly above that indicated 
by test score. 

One of the most recent follow-up studies of noninstitutionalized 
defectives is that by Kennedy {161) on 256 “morons” who when in 
grade school in a Connecticut town achieved LQ.’s between 45 and 75 
and had been diagnosed as defective. At the time of restudy the average 
age of the subjects was 24.5 years. Kennedy was able to obtain in the 
same community 129 nonmoron controls whose inclusion in the study 
“was considered to be essential because it was felt that an estimate of 
the social and economic adjustment of morons would be meaningful 
and valid only if their records were matched, in every particular, against 
those of nonmorons with approximately the same social and economic 
backgroxmds and status. By this procedure all factors except the crucial 
variable of intelligence, as measured by I.Q. tests, would be held con- 
stant.” The two groups were matched for age at starting school, chrono- 
logical age, race, sex, country of birth, nationality, and father’s 
occupation. Table 5 presents the distribution of original LQ.’s. 


Table 5. Distribution of LQ.’s in the Moron Group of the Connecticut 
Follow-up Study { 161 ) 


I.Q. 

Level 

Total 

No. % 

Males 

No. % 

Females 

No. % 


256 

100.0 

159 

100.0 

97 

100.0 

50 

1 

0.4 





51 

1 

0.4 

1 

0.6 

1 

1.0 

52 

4 

1.6 

1 

0.6 

3 

3.0 

53 

3 

1.2 

1 

0.6 

2 

2.0 

54 

4 

1.6 

2 

1.2 

2 

2.0 

55-59 

30 

11.7 

16 

10.1 

14 

14.5 

60-64 

54 

21.1 

34 

21.4 

20 

20.7 

65-69 

77 

30.1 

48 

30.3 

29 

30.0 . 

70-75 

75 

29.2 

51 

32.1 

24 

24.8 

Unknown 

? 

2.7 

5 

3.1 

2 

2.0 


The following are some of the major results of this study: 

1. Level of Schooling. Of the total moron group, 81.6 percent at- 
tended special class or terminated school training below the eighth 
grade; 8.2 percent attended high school; and one moron completed 
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high school. As one would expect, the level of schooling attained 
by the control group far exceeded that of the experimental group. 

2. Commitment to State Institutions. More morons than nonmorons 
came from families in which a member had been in some kind of 
state institution (26.9 vs. 16.3%). Of the morons, 11.3 percent had 
been in some kind of state institution, in contrast to 3.1 percent of 
the nonmorons. There were twice as many commitments to correc- 
tional institutions among the families of the morons as among the 
nonmorons (56.5 vs. 28.6%). “A startling disclosure, however, is 
the fact that a much smaller proportion of the families of morons 
than nonmorons had records in state hospitals (mental) (34.8 vs. 
57.1%) or in the Mansfield State Training School for the feeble- 
minded (1.4 vs. 9.5%) ”. 

3. Economic Status. Slightly more morons than nonmorons were 
found to be wholly self-supporting (75.5 vs. 68.6%) . More married 
and unmarried moron males were wholly self-supporting than the 
corresponding groupings among the nonmorons. “The differences, 
by any possible test, between morons and nonmorons with respect 
to self-support are actually so slight, and the patterns are so shifting, 
that the only possible conclusion is that both groups are in about 
the same status in this regard. Certainly the morons show no de- 
tectable signs of greater dependency upon others .than do the 
matched nonmorons.” 

4. Employment Level. “Fewer morons than nonmorons, of both 
sexes, are employed in the three highest kinds of occupations: pro- 
fessional, semi-professional and managerial (1.2 vs. 10.4%). Many 
fewer morons than nonmorons are employed in clerical and sales 
work (3.7 vs. 25.6%), About twice as many morons as nonmorons 
are employed in domestic and personal services (6.1 vs. 3.2%), but 
approximately the same proportion are engaged in agricultural work 

, (2.9 vs. 2.4%). Many more morons than nonmorons are in the 

laboring occupations (83.7 vs. 56.0%), but almost as many morons 
as nonmorons are skilled laborers (13.1 vs. 17.6%), although many 
more morons than nonmorons are semi-skilled (54.9 vs. 31.2%) 
and unskilled laborers (15.7 vs. 7.2%).” There was little difference 
in earning power between morons and nonmorons, especially 
among the males. There was also a slight tendency for morons to 
remain on a job longer than nonmorons. 

5. W or Performance. Employers rated morons and nonmorons for 
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nine questions on a four-point rating scale ranging from generally 
unsatisfactory to highly satisfactory. The employers were asked to 
rate their moron or nonmoron employee on accuracy, speed, learn- 
ing rate, judgment, learning ability, absenteeism, promptness, effi- 
ciency, and relations with other employees. In regard to accuracy, 
although the morons are “considerably more likely than nonmorons 
to drop to the lowest level of accuracy, they are almost as apt as 
the latter to rise to the highest possible plane.” In regard to speed 
of work “morons fall below nonmorons in the topmost bracket of 
extreme speed; but they are also less numerous than nonmorons in 
the very lowest level, that of marked slowness.” In learning rate the 
morons are rated as considerably slower than the nonmorons. On 
a noncomparative basis 9.1 percent of the morons were given the 
highest ratings and 35.5 percent received the next highest for rate 
of learning. In regard to learning ability (are they capable of per- 
forming a more skilled job?) the morons received more of the 
lower and fewer of the higher ratings than the nonmorons. “Despite 
their relatively inferior rating, this question nevertheless reveals the 
important fact that over half of the morons are said to be able to 
perform more skilled jobs with the help of additional training.” On 
the remaining variables the morons tended to get lower ratings on 
reliabihty of judgment, absenteeism, tardiness, efficiency, and co- 
worker relations. In regard to highest ratings “there is not much 
difference between the proportions of morons and nonmorons who 
receive highest ratings on one or two points, but above this the 
morons fall rapidly behind. ... It is noteworthy, however, that 
some morons reach the top on six, seven, and eight criteria, and 
two get top ratings on all nine counts.” 

6. Family Background, In contrast to the nonmorons more of the 
parental families of morons had homes broken by divorce or deser- 
tion; more of their families had records of commitment to state 
institutions; fewer of their fathers were engaged in jobs on the 
upper occupational levels; more of their families needed relief and 
by more than one agency; ^eir families also received greater 
amounts of work relief; court records were more prevalent in 
parental families of morons; more of their fathers and siblings had 
such records. Considerably more of the parents of the morons 
were aliens. 

In light of Kennedy’s findings about differences in family background 
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between her two groups one might question the validity of the state- 
ment that “all factors except the crucial variable of intelligence . . ► 
would be held constant.’* To the extent that the parental families of 
morons showed signs of “being less well adjusted, more problematical, 
more disturbed, and economically less well off,” the obtained differ- 
ences between the groups cannot be explained solely by differ- 
ences in intelligence test score. To the extent that unfavorable home 
background influences intellectual efficiency and personal-social adjust- 
ment, the obtained differences between the groups cannot be considered 
the sole function of the intelligence variable. It would seem more 
correct to describe Kennedy’s research as a study of the differences 
between morons coming from a troubled background and nonmorons 
coming from a relatively less troubled one. 

Kennedy’s final summary follows ( 161 , p. 97) : 

“. . . Our study reveals that morons are socially adequate in that they are 
economically independent and self-supporting; and that they are not serious 
threateners of the safety of society, but are rather frequent breakers of con- 
ventional codes of behavior. Their inadequate academic background and 
their relatively poor records of work performance offer support for Doll’s 
estimate that ‘the individual feebleminded adult may approximate the norm 
in one respect or another of [the] requirements of social desirability under 
favorable circumstances or for a limited time or after long standing habitua- 
tions’ in these particular respects; but Doll’s further statement that their 
‘social success is at best temporary, marginal and precarious,’ if taken as a 
general and unqualified judgment is, on our evidence, overdrawn.^ The 
morons we studied are, by and large, successful in their social adjustment 
within limitations, which are apparently imposed by their inferior mental 
capacities. Doll’s remark . . . that ‘they find some humble niche in society 
which they can fill without becoming such a social menace that society 
becomes gravely concerned about them’ seems to fit the actual situation 
very well. 

“Indeed, the present author feels strongly that most if not all morons are 
unjustly designated as feebleminded’ in the literal sense. They may be sub- 
normal in many respect, as compared to nonmorons, but in many others 
they do not even show subnormality.” 

As was pointed out in an earlier paragraph, one can question whether 

^ This statement rests on the questionable assumption that Kennedy and Doll mean the 
same thin£ by feeble-mindedness. Since Kennedy’s cases had been diagnosed on the basis 
ot a smgle test score, one cannot assume that similar diagnoses would have been made by 
Doll (see Chapter 1). 
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the limitations in the social adjustment of the moron can be wholly 
attributed to their ‘‘inferior mental capacities” as reflected in a test 
score. If one assumes that unfavorable home background can influence 
intellectual eiflciency and personal-social adjustment, then the test scores 
of the morons may be considered representative of their functioning 
but not necessarily of their capacity. When one considers the work 
performance of the moron group not with reference to the nonmorons 
but in relation to the intellectual level indicated by their test scores, 
the discrepancy between functioning and capacity becomes clearer. 
For example, 18 percent of the morons were working in managerial, 
clerical-scales, and skilled occupations. It seems reasonable to assume 
that the intellectual processes necessary for learning these occupations 
are not completely different from those called for in the solution of 
intelligence test items. If this assumption has some validity, one may 
further assume that for some morons the level of intellectual activity 
reflected by their occupation is above that indicated by their test 
quotient. In regard to academic achievement the same discrepancy 
between achievement and test performance appears. However, these 
considerations should not obscure the fact that only a relatively small 
percentage of the morons seemed to show the test score-achievement 
discrepancy. To the psychologist the problem still remains one of 
understanding individual differences: Why did some morons make a 
conventional adjustment while others did not; why did some seem to 
achieve more than others; why did some morons achieve more and 
make a more conventional adjustment than some nonmorons; why is 
it that most morons make an adequate adjustment in the community 
while others require institutionalization Perhaps future studies which 
are both culturally and psychologically oriented will supply some of 
the answers to the problems posed by individual variations in behavior. 
The kinds of material which future studies will have to obtain may be 
seen from the studies by Abel and Kinder {1, 8, 163) on the vocational 
and personal adjustment of institutionalized and noninstitutionalized 
subnormal girls. They showed that differences between groups were re- 
lated to differences in the nature of family relationships. In a study of the 
vocational adjustment of noninstitutionalized subnormal girls Abel (1) 
found: 

“The successful girls had a home in which they were not rejected psycho- 
logically. Often the fathers treated them severely, particularly in restricting 
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their recreational opportunities. But almost every girl had a sympathetic 
mother. These mothers were often harassed by hard work both in their 
homes and in a factory, but nevertheless they genuinely loved their daughters 

and shared their lives with them Among the 17 girls who were failures, 

14 came from severely unfavorable homes, homes in which they were re- 
jected by the mother, driven and dominated too much by one or both parents, 
and from a situation where too much responsibility was thrown on their 
shoulders without any accompanying affection and guidance. Two of these 
girls became sex offenders, one ran away. One girl was institutionalized by 
her mother to get her out of the way. Another girl came from a home of 
much higher intelligence than her own, a home in which her intellectual 
limitations were not accepted. It is interesting that we had two girls in the 
successful group who had parents and siblings of considerably higher intelli- 
gence than themselves, but in these homes the mother in the one case, and 
the stepmother in the other, were understanding and showed genuine affec- 
tion for the girls/’ 

Observations such as these suggest that future studies which are 
both culturally and psychologically oriented will supply some of the 
answers to the problems posed by individual variations in behavior. 
Miller and Dollard ( 209 , p. 1) have stated the problem clearly: “To 
understand thoroughly any item of human behavior — either in the 
social group or in the individual life — one must know the psychological 
principles involved in its learning and the social conditions under which 
this learning took place. It is not enough to know either principles or 
conditions of learning; in order to predict behavior both must be 
known.” 


Psychological Studies 

In contrast to some other etiological groupings relatively little is 
known about the early development of the garden-variety or subcultural 
defective. Since these cases do not present any outstanding physical or 
neurological symptomatology, they are usually not seen in clinics until 
their deficiencies have become manifest in school difficulties or anti- 
social behavior. The development of the garden-variety defective from 
birth to the beginning of the school period represents a gap in our 
knowledge which future research will have to fill. 

In regard to early diagnosis of mental deficiency the following state- 
ment by Gesell bears discussion ( 99 , p. 124) : 
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. In some instances the retardation of the moron during infancy may 
be so mild as to escape attention. Lacking pronounced physical stigmata he 
may present a plausible picture. It is, of course, well known that even an 
adult moron sometimes passes for normal in the absence of an adequate diag- 
nosis. An infant moron may be capable of adaptive eye movements, may 
stare with apparent attention, may smile. According to report, ‘He is no 
trouble at all; he is a good baby.' Perhaps too good; there may be some dis- 
quietude because of the lack of vigor in his behavior, but it is optimistically 
assumed that as he grows older he will be different. The optimism is not 
warranted. A series of examinations will fail to show any trend toward im- 
provement. It is a very exceptional case of mental deficiency which cannot 
be diagnosed in the first year of life." 

Gesells statement refers to morons in general without consideration 
of differences in etiology. Although he presents case studies to show 
the predictive value of his developmental scales, Gesell does not present 
systematic follow-up data which would allow one to determine whether 
his statement holds for all defectives regardless of etiology. In cases of 
mental deficiency accompanied by gross physical malformation an early 
diagnosis can be made with a fair degree of reliability and validity. In 
the absence of physical stigmata or neurological signs, as in the case 
of the garden-variety defective, the reliability and validity of an early 
diagnosis remain to be demonstrated. Systematic investigations ( 21 , 
118 , 195 ) of the reliability and validity of intellectual ratings of infants 
by means of developmental scales bear out Doll’s warning ( 71 ) that 
“the clinician should ... be cautious regarding the prognosis of 
mental deficiency if the examination is made during the period of 
infancy or early childhood rather than after adolescence.” In contrast 
to Gesell’s statement is that of Doll ( 73 ) : “. , . it appears that the 
familial [garden-variety] type of high grade mental deficiency shows 
a tendency toward delayed retardation which makes the early detection 
of these cases difficult by psychometric devices alone, especially those 
of the Binet-Simon variety.” In view of Doll’s experience that the 
retardation of the garden-variety defective may not be evident at the 
early years when the Binet is first applied, it may be questioned whether 
an infant developmental scale such as Gesell’s will be more dis- 
criminatory. These conflicting views point up the necessity for research 
in this area. 

Many of the psychological studies of the garden-variety defective 
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have been in terms of comparing the endogenous (garden-variety) and 
exogenous (brain-injured) types. Because these groups have been 
studied in relation to each other, no attempt will be made here to 
consider them separately. The reader is referred to Chapters 2 and 3 
for a discussion of the criteria for the diagnosis of brain injury. He 
should bear in mind that the exogenous or brain-injured includes only 
those cases with minimal brain damage, no obvious motor defect, and 
with intelligence quotients of 50 or above. The exogenous type does 
not include brain-injured cases with obvious motor defect, such as 
the cerebral palsied (Chapter 7). The endogenous-exogenous typology 
has been most fully developed and studied by Strauss, Werner, and 
others at the Wayne County Training School, 

Strauss (2^2), using the Binet, Ferguson Form Board, Pintner-Pat- 
terson, and Arthur Point Scale, separated defectives whose perform- 
ance age was one year or more below their Binet M.A. from those 
whose performance age was three years or more above their Binet M.A. 
In the group (N = 30) with performance age below mental age there 
were 19 exogenous and 5 endogenous cases. In the group with per- 
formance age above mental age (N = 100) there were 5 exogenous and 
32 endogenous cases. From these same groups Werner and Strauss (-?i7) 
selected 21 with high performance and 29 with low performance and 
compared them on the construction of patterns made with marbles on 
a mosaic board. The high-performance group made many less errors 
than the low-performance group. When cases were matched for Binet 
M.A. and LQ., the differences in performance still remained. Among 
the low performance group 11 were diagnosed as exogenous and 10 
as endogenous; the average Binet M.A., I.Q., and performance M.A, 
were similar, although the cases were not matched. An analysis of the 
mosaic board procedure showed that the endogenous (garden-variety) 
group attacked the task “globally” with uninterrupted, unidirectional 
lines, whereas the pattern of the exogenous group was incoherent and 
characterized by unrelated, discontinuous lines and moves. In the high- 
performance group the endogenous-exogenous differences occurred “to 
a certain extent.” 

In a subsequent study Werner and Strauss (318) played melodic 
patterns on the piano and the children were asked to sing them. “The 
endogenous group made errors strikingly similar to those of normal 
children of the same mental age. Normal as well as endogenous chil- 
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dren, if confronted with a difScult pattern, will change it by making 
it simpler, less articulate, more homogeneous. . . . The melodic repro- 
ductions of the exogenous group contained errors rarely seen among 
normal and endogenous children. Their reproductions lacked melodic- 
harmonic synthesis or satisfactory endings, or were unrelated to the 
original pattern.” In the same study Werner and Strauss constructed a 
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Fig. 3. Performance of Brain-Injured and Non-Brain-Injured Cases on the 
Marble Board Test. ( 318 ; by permission of the American Association on Mental 
Deficiency.) 

new marble board in order to study the role of background in figure- 
ground relationships. “Here the holes formed a definitely structured 
background. Against the strong influence of such a background the 
child had to construct five different figures, by copying each one suc- 
cessively from the examiner's board” (see Fig. 3). Werner and Strauss 
found that in the exogenous group the background interfered with 
the construction of the figure and resulted in a disorganized pattern, 
. . Interference of the background is actually one of the conditions 
for incoherent organization. The endogenous child, it is true, may also 
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be confused by a strong background configuration, but his confusion 
is of a different kind. Whereas the exogenous type oscillates between 
figure- and background-configuration the endogenous child, due to his 
global trend, sticks to the figure. He may, however, form a crude figure 
which only vaguely resembles the original pattern. In brief, the errors 
of the endogenous type are due to the vagueness of his comprehension 
and construction of the marble figures; the errors of the exogenous type 
are due to a lack of differentiation between the marble figures and 
the background configuration.” Werner and Strauss {319) studied 
further the figure-background relationships in the exogenous and 
endogenous types of tachistoscopic presentation of cards containing 



Fig. 4, Test Card Used in the Study of Figure-Background Relations. {319; by 
permission of the Journal of Abnormal and Social Psychology and the American 
Psychological Association, Inc.) 

black-and-white line drawings of objects embedded in homogeneous 
backgrounds: jagged or wavy lines, squares, crosses, etc., (see Fig. 4). 
The pictures were exposed for one-fifth of a second and the child was 
requested to tell what he saw. Each card was presented twice in suc- 
cession. ‘‘Seventy-five and one-half percent of the reactions of the 
exogenous group were to the background alone, whereas only 13.9 
percent of the reactions of the endogenous type refer to the background. 
There are surprisingly few pure object-reactions among the children 
of the exogenous group, viz., 11.7 percent as compared with 58.3 percent 
object-reactions of the endogenous type. An analysis of the scores for 
individual children reveals that of the 25 individuals of the endogenous 
group 19 show three or less background-reactions. On the other, 19 
of the 25 individuals of the exogenous group show three or less object- 
reactions.” 

Further evidence of perceptual differences between the two groups is 
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found in the studies by Werner and Thuma (320, 321) on flicker- 
frequency and apparent movement. In the case of flicker-frequency the 
critical fusion point was lower for the exogenous (brain-injured) at 
the three different brightness levels employed, the difference at the 
lower brightness levels being greater than at the higher. In the study 
of apparent movement a vertical and a horizontal line were presented 
in brief and alternating exposures. The exogenous group experienced 
the two lines as a single line in angular motion at a lower rate of 
succession than did the endogenous (garden-variety) group. In other 
words, the exogenous group tended to see two lines in succession and 
at rest at a time interval sufficient for apparent movement in the endo- 
genous group. Werner and Thuma concluded that the reactions of 
the exogenous group “might be regarded as results of an impairment 
of the normal mechanism of integration and, following Goldstein, that 
the lesions may interfere with the interaction of regions of the nervous 
system in such a way as to lead to a relative isolation of neural events. 
Such an isolation might be supposed to result in a perseveration or 
prolonged after-effect of stimulation as a consequence of the reduction 
of the inhibitory action of the cortex on lower centers. The lower critical 
frequency for the brain-injured group may be explained on this 
hypothesis since a perseveration of the after-effects of the successive 
flashes might be expected to yield fusion at a lower rate of stimula- 
tion” (321). 

Werner (315) also studied differences in rigidity between the exo- 
genous and endogenous types. He defined rigidity “as lack of variability 
and adaptability” of response. Perseveration, the persistent repetition or 
continuation of an activity once begun, was the particular aspect of 
rigidity with which he was concerned. In the four experimental situa- 
tions employed “reproduction of material, either visually or auditorily 
presented was a common feature of all four tasks. Depending on the 
particular test, the child reproduced either by drawing, by speaking, 
or by motor action.” Since the results of the four experiments were 
similar, only the first experiment will be presented here. 

''Experiment I: Reproduction of Tone Rhythms. Twelve rhythmic pat- 
terns were presented. By pressing a key, a tone of constant pitch and of any 
desired length could be produced on an oscillator. Each rhythm consisted of 
a number of these tones of very short and of long (one second’s) duration. 
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The subject, blindfolded, was requested to listen to each rhythm carefully, 
and to reproduce it immediately by pressing the key. A preliminary practice 
series of six patterns preceded the main series/’ 

Werner noted the total number of wrong patterns as well as the 
following special kinds of perseverative activity: “(a) ''Simple per- 
severation may be defined as a single repetition of an immediately 
preceding pattern; (b) repetitive perseveration is the repetition of a 
pattern occurring more than once within the series; iterative {jump- 
ing) ^ or delayed, perseveration is a suddenly appearing repetition of 
a pattern which had been presented two or more trials earlier in the 
series.” In Table 6 are presented the results of this experiment. Werner 
concluded that the rigidity of the endogenous (garden-variety) de- 


Table 6 , Perseverations Occurring During Reproduction of 
Tone Rhythms {315) 


Group 

Total Number of 
Wrong Patterns 

Perseverations (Percentage of Number of 
Wrong Patterns) 

Total Repetitive Delayed Simple 

Endogenous 

221 

10.9 

2.3 1.4 

7.2 

Brain-Injured 

293 

31.4 

18.0 8.9 

4.5 

p (Chi-Square) 


<.01 

<.01 



fective is “related predominantly to ‘global’ behavior, i.e., to perception 
or action organized as undifferentiated wholes.” In contrast, the rigidity 
of the brain-mjured is “probably the result of isolation of certain 
elements of a series. These isolated elements may become self-contained 
and detached from the continuity of the series to such an extent that 
Aey either may be repeated over and over again or ‘jump’ suddenly 
into the fore in spite of the incongruity of such behavior.” 

^ evaluating the results of the above studies an initial question that 
might be raised concerns their diagnostic value to the clinician. In other 
words, to what extent can these findings be utilized in deciding whether 
a given case fits into the endogenous or exogenous group.? A similar 
question concerns the degree of overlap between the two groups in 
the experimental situations. For example, in the study of melodic repro- 
ductions (see p. 116) 11 percent of the patterns of the endogenous group 
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were incoherent, meaningless, and unrelated, in contrast to 61 percent 
in the exogenous group. Although the difference is statistically sig- 
nificant, it should be pointed out that the results are given in terms 
of responses and not of individuals. What would be important to know 
is how many endogenous cases gave such responses and how many of 
the exogenous cases gave few or many such responses.^ Is the 61 
percent of such responses the result of a few exogenous cases giving 
many such responses, or of all or most of the cases contributing equally? 
In other words, how many of the exogenous and endogenous cases 
gave the same number of such responses? In the study of the perception 
of figure-background relationships by tachistoscopic presentation (see 
p. 118) Werner and Strauss give some of their results in terms of 
individuals: . . Of the 25 individuals of the endogenous group 19 
show three or less background-reactions. On the other hand, 19 of the 
25 individuals of the exogenous group show three or less object-reac- 
tions.” Although these results indicate that 6 cases (approximately 25 
percent) in the endogenous group gave more than three background- 
reactions, it is not possible to state how many of the exogenous cases 
gave the same number of such responses. The degree of overlap for 
object-reactions is also not calculable. Without such data one does not 
know how many « 0 / 2 brain-injured cases may be expected to give a 
response considered “characteristic” of brain injury. Werner’s findings 
in his rigidity experiments may be similarly analyzed (see Table 6).. 
Here again responses rather than individuals are treated in percentages 
and again one does not know the extent to which each case contributes 
to the total. For example, 18 percent of the wrong patterns of the 
exogenous (brain-injured) group were of the repetitive perseverative 
type. This 18 percent may be the result of a few cases who gave many 
such responses or of a large number of cases who gave few such 
responses. If the former is the case, it would suggest that a comparison 
on an individual basis might not give as significant a difference between 
the two groups.^ Werner and Thuma’s study of flicker-frequency (see 
p. 119) may be discussed from the standpoint of overlap between the 

^ It might also be pointed out that the reliability o£ judging melodic reproduction was. 
not given. 

^ It might be pointed out that the use of chi-square is not jusufied in Table 6 because 
one of the assumptions underlying the use of this statistic is that each entry in a cell is inde- 
pendent of all other entries m the cell. In Table 6 an individual may be represented several 
times m a given cell, thus destroying the independence of each entry. 
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groups. At a brightness level of 30.0 millilamberts the average critical 
flicker-frequency of the exogenous group was 34.83 in contrast to 40.63 
for the endogenous cases, a statistically significant difference. “There 
are only two children in the brain-injured group who reached the 
average of the control [endogenous] group and only two of the controls 
whose thresholds were as low or lower than the average of the children 
with brain injury” {321). Although this statement suggests a wide 
difference between the individuals in each group, it should be noted 
that 8 cases (40 percent) in the endogenous group had critical flicker- 
frequencies almost identical with those of cases in the exogenous group.^ 

It seems reasonable to conclude on the basis of available evidence 
that Werner, Strauss, and others have not demonstrated that exogenous 
individuals possess characteristics which are only rarely found in 
ga. den-variety individuals. It follows, therefore, that behavior in the 
test situations employed cannot be used with a high degree of certainty 
as a basis for diagnosis of brain injury in the absence of neurological 
evidence (see p. 57). Frazeur and Hoakley’s study {88) is informative 
on this point. Unlike Werner and Strauss who used extreme groups 
(those whose performance age was one year or more below or three 
years or more above the Binet mental age), Frazeur and Hoakley 
matched 9 exogenous cases on a one-to-one basis with endogenous cases 
of similar age and Binet LQ. They then compared the two groups on 
the Arthur Point Scale. Using the 1 percent level of confidence they 
found no statistically significant difference between the two groups 
either on performance quotient or on any of the 8 subtests. With the 
5 percent level of confidence, only the Porteus Mazes distinguished 
between the two groups. The only other significant finding was in 
variability on the Mare and Foal test. Although their groups were 
small, the results confirm the expectation that the test patterns obtained 
on extreme groups by Werner and Strauss do not necessarily discrimi- 
nate between exogenous and endogenous cases in general.'^ 

Heath {133) studied differences in rail-walking performance between 

® In comparing the two groups the writer dropped the single number to the right o£ the 
decimal point: critical flicker-frequencies of 38.8 and 38 5 were considered as 38, etc. 

Hoakley and Frazeur {140) also compared 18 matched cases on Binet performance. No 
significant differences were obtained except in the drawing of a diamond. “But this, m 
itself, cannot be used as a diagnostic tool since, of the fifteen pairs having this test, nine 
made equal scores.” In regard to their study Hoakley and Frazeur stated: “We have pre- 
sented It as a warning to psychologists to use diagnostic patterns with extreme caution until 
they are thoroughly authenticated, and even then to keep m mind that the case under con- 
mav be the exception to the rule.” 
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endogenous and “exogenous” subjects. It must be kept in mind that 
he included in his exogenous category all cases other than the garden- 
variety (endogenous) type. He did not restrict the exogenous group to 
those who showed rriinimal motor defect and minor or no neurological 
signs. The test which Heath devised consisted of three wooden rails: 
the first was 9 feet long and 4 inches wide, the second was 9 feet long 
and 2 inches wide, and the third was 6 feet long and 1 inch wide. Each 
subject, with shoes removed, was asked to walk each rail “in such a way 
that the heel of the second foot (i.e., the foot completing the step) 
touched the toe of the first foot.” Speed was not considered in 
scoring. Heath found that the exogenous group did significantly poorer 
than the endogenous cases in rail-walking performance and concluded 
that this type of test might ultimately be of help in determining etiology. 
However, since the criteria by which the two groups were originally 
classified are only sketchily given, one cannot determine the validity 
of Heath’s division of his cases into brain-injured and nonbrain-injured 
groups. Until the rail-walking test is used with groups whose neuro- 
logical status is unequivocal, enabling one to place each group on a 
continuum of neurological involvement, the diagnostic-etiologic value 
of the test must be questioned. 

Bolles (41) made a study of the “qualitative differences in certain of 
the thinking processes of aments, dements, and normal children of 
approximately the same mental age.” Her “primary aments” were 
presumably of the institutionalized, garden-variety type, and her de- 
ments were schizophrenics of the hebephrenic variety who had average 
intelligence before the onset of the psychosis. The aments and dements 
were comparable for chronological age, mental age, sex, institutionaliza- 
tion, and American birth. The normal group consisted of intellectually 
average boys with mental ages comparable to those of the two deviant 
groups. There were 10 cases in the normal and defective groups and 9 
in the psychotic group. Each subject was observed in a variety of test 
situations: sorting tests (Holmgren wools, Weigl, object sorting), the 
Kohs Block test as revised by Goldstein, and the Feature-Profile test 
from the Pintner-Pattern Scale (see Table 7). Bolles found that there 
were four different ways in which objects were classified (41, p. 46) : 

1. Identity. The subject brings together only those objects which are exact 
sensory equivalents. If there are any discrepancies between them, the 
objects are not brought together, 

2. Partial Identity. The subject brings objects together that are similar in 



Table 7. Three of the Test Procedures Employed by Bolles in the Study of Aments, Dements, and Normals (After 41) 
Holmgren Test Weigl Form-Color Sorting Test Object Sorting Test (A) 
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some ways. The similarity seems still to be on a sensory level. The objects 
seem to be equivalent in terms of some one sensory attribute. 

3. Co-functionality, The subject brings the objects together because they 
seem to belong together in a concrete situation. The relationship between 
them seems to depend upon their being used together in a specific set of 
circumstances. 

4. Categorical Similarity. The subject brings together objects that belong 
to the same general category. The objects are taken as representative of 
a class and not in terms of some specific attribute or function each pos- 
sesses. 

. . These types constitute a series in which there are more and 
more discrepancies between the objects classed together. In order to 
see any basic similarity between objects in the 'categorical similarity’ 
classification, it is necessary to overlook a wide range of variation. In 
the 'identity’ type of classification there are no discrepancies between 
the objects. According to the definition of abstraction as the process of 
overlooking individual variation to grasp a basic similarity the series 
may be said to make up a series of ‘levels of abstraction.’ Grouping on 
the basis of 'identity’ performance is the most concrete and on the 
basis of ‘categorical similarity’ the most abstract.” In contrast to the 
normals, the aments and dements tended to respond concretely. They 
also were unable to shift voluntarily from one aspect of a situation to 
another. Table 8 summarizes the performance of the three groups on 
the Weigl Form-Color sorting test. It will be seen that the defectives 
tended to sort according to color and were unable “to drop” this 
criterion and utilize another (form). Bolles describes the performance 
of one of the aments who sorted first according to color: “When the 
figures were turned to the white side, and the subject was again asked 
to sort them, he proceeded in a slow laborious way as if the task was 
very difficult. He arranged them into four piles in which different 
forms were mixed up. When asked how he had done this, he said, 
'Done with back up. For you to see if I had the same colors together.’ 
The subject behaved as though controlled by the earlier attitude. He 
seemed to regard the figures as colored figures 'with the backs up’ and 
so was not impressed by other similarities in the materials presented to 
him.” Bolles points out that the chief difference between aments and 
normals was not in the type of classification employed but in the 
inability to shift from one type to another, a characteristic which Bolles 



126 


PSYCHOLOGICAL PROBLEMS IN MENTAL DEFICIENCY 


Table 8. Performance of Aments, Dements and Normals on the 
Weigl Color-Form Sorting Test ( 41 ) 


Type of Organization 

Dements 

Subjects 

Aments 

Children 

Grouped according to two categor- 

3 

1,5 

(all) 

Grouped first for form 

1,2, 3, 5, 6, 7, 9 

7 

1,2,3,4,10 

Grouped first for color 

4 

1,2, 3, 4, 5, 6, 
8,9,10 

5, 6, 7, 8, 9 

Stated basis of sorting (color) 

4 

1,2, 3, 4, 5, 6, 
8,9,10 

(all) 

Stated basis of sorting (form) 

Grouped for form only after white 

2,9 

0 

(all) 

side given 

Arrangement of figures in symmet- 

4 

4,7,8 

0 

rical design 

Arrangement of figures in terms of 

1 

3,4,5,7,8,10 

0 

a specific situation 

0 

2, 3, 4, 8 

0 


noted was found in cases of cerebral lesions. It is important to note that 
although Bolles and Strauss both used garden-variety defectives in their 
studies, the former is struc\ by the similarity of their performance to 
brain-in^ured cases and the latter emphasizes their dissimilarity to brain- 
injured cases. 

In comparing^ the garden-variety defectives with other groups a 
question that arises concerns their homogeneity on the variables being 
studied. If it should be found that the garden-variety group is not 
homogeneous in test functioning, it would seem important to control 
for this factor in comparative studies. In other words, in comparing 
schizophrenics with other psychotics an attempt is made to state the 
type of schizophrenic case being used (paranoid, hebephrenic, etc.), 
and the homogeneity of the garden-variety defective should similarly 
be studied. 

Sarason and Sarason (260) selected 40 institutionalized garden-variety 
defectives on the following criteria: (1) the neurological examination 
was negative, (2) only those cases were chosen in which more than 
one child in the family was in the institution, (3) all members of a 
given family had to have a similar degree of mental defect. Each case 
was given the 1937 Binet (L), the Arthur Point Scale, the Rorschach, 
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and an electroencephalogram. The cases were divided according to the 
Kohs-Binet relationship: Those (iV = 11) whose mental age on the 
Kohs Block Designs was at least 18 months beyond the Binet M.A. 
were put in one group; those (N = 16) whose mental age on the Kohs 
was at least 18 months below the Binet were put into a second group; 
and the remainder were put in a third group. Only the first two groups 
were studied. There was no significant difference between them for 
average mental or chronological age. On the Binet the Kohs-below- 
Binet group did significantly poorer on the drawing of a diamond, 
memory for designs, and paper cutting. Table 9 shows the number of 


Table 9. Number of Individuals Failing the Different Combinations of the 
Three Selected Binet Items ( 260 ) 


Possible Combinations of Failure on 
Three Selected Binet Items 

Kohs 

Below Binet 

Kohs 

Above Binet 

Failed diamond only 

0 

0 

Failed diamond and memory for designs only 

0 

0 

Failed diamond and paper cutting only 

Failed diamond, memory for designs, and 

1 

0 

paper cutting 

5 

0 

Failed memory for designs only 

Failed memory for designs and paper 

2 

1 

cutting only 

4 

1 

Failed paper cutting only 

1 

1 

Failed none 

3 

8 


individuals who failed any combination of the three Binet items. On 
the Rorschach the Kohs^above-Binet group made fewer responses, 
delineated them more precisely, rejected more cards, and gave less 
human movement responses. In Table 10 are presented the EEG data. 


Table 10. Number of Individuals in Each Group Having a 
Given Kind of EEG Record ( 260 ) 


Type of EEG Record 

Kohs 

Above Bmet 

Kohs 

Below Bmet 

Very fast 

Moderately fast 

1 

2 

Normal 

9 

6 

Moderately slow 


3 

Very slow 

1 

4 
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In the Kohs-below-Binet group 60 percent of the cases had an abnormal 
EEG record, but only 18 percent of the Kohs-above-Binet group had 
such records, a statistically significant difference. When one considers 
the three Binet items (drawing a diamond, memory for designs, and 
paper cutting) on which the groups differed, it may be said that for a 
successful solution of each the individual is required to verbalize or 
to formulate to himself a mode of attack. The same may also be said 
for the Kohs Block Designs on which the two groups differed by the 
very nature of the method of analysis. Why the two groups differed in 
their adequacy with these tasks is difficult to say. Earlier studies by 
Bender (JO), Goldstein (iJ7), and Wechsler { 311 ) have indicated that 
failure with this type of task is characteristic of the brain-injured case. 
Although the cases in Sarason and Sarason’s study showed no neuro- 
logical indication of brain damage; it is interesting that the group 
(Kohs-below-Binet) who did poorly on these tasks also had an unusu- 
ally large incidence of abnormal brain-wave records. Added confirma- 
tion for the belief that some garden-variety defectives have brain 
malformations is seen in Benda’s post-mortem study { 28 ) of 20 such 
institutionalized cases in most of which he found developmental 
anomalies in the spinal cord and brain. Benda’s findings should not be 
considered representative of all garden-variety defectives because his 
sample was small and selected and the results have not been confirmed 
by others. Mautner { 196 ) reported findings similar to those of Benda, 
but very few of his small sample were of the familial or garden-variety 
type. 

Much caution has to be exercised in evaluating the Sarason’s findings. 
First, the number of cases in each of the two groups is small. Second, 
poor performance on the three Binet tasks and the Kohs designs was 
not always associated with an abnormal brain-wave record; it should 
be noted that two individuals in the Kohs-above-Binet group had 
abnormal brain waves. Third, it cannot be assumed that failure on the 
three Binet tasks and the Kohs designs is due only to the interfering 
effects of a brain injury. On the Kohs designs, for example, Sarason 
and Potter (259) found that in a group of nondefective behavior- 
problem children with no indication of brain damage a poor Kohs 
performance in relation to the Binet MA. was much more frequent 
than one that was as good as or better than the Binet M.A. In this 
connection it is interesting to note that in the Sarason and Sarason 
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Study the group who did most poorly on the Kohs was far more 
socially maladjusted and vocationally inefficient than the group who 
did best on the Kohs. With these cautions in mind the following 
conclusions seem warranted: 

L Within the garden-variety grouping there are significant diSer- 
ences in test functioning or patterning which seem related to social 
and vocational adjustment; inordinate difficulty with tasks of a 
visuo-motor nature involving self-verbalization of a procedure is 
associated with adjustment difficulties. 

2. There is evidence that some of the garden-variety defectives who 
show marked inadequacy in the visuo-motor sphere and also pos- 
sess abnormal brain-wave records may have some form of brain 
injury. These cases represent a very small portion of this etiological 
grouping. 

In relation to the first conclusion mention should be made of the 
fact that more than half of the Kohs-above-Binet group succeeded on 
at least 13 of the 17 Kohs designs, and two succeeded on all of them. 
Aside from the fact that a high Kohs score has been considered {311, 
p. 134) as contraindicating mental deficiency, these results raise the 
problem of explaining how these subjects were able to perform so well 
on a task on which the majority of defectives and many nondefectives 
do poorly. It was hypothecated in a preceding paragraph that an ade- 
quate Kohs performance requires a self-verbalized conceptual process. 
If this assumption has merit, it follows that for these cases the level 
of conceptual thinking is a function of the nature of the task. In the 
face-to-face Binet situation, where an oral response to a verbally pre- 
sented problem is usually required, the quality of conceptual thinking 
of these cases was well below that indicated by their Kohs performance. 
These considerations raise the following questions for future research: 
(1) What kinds of verbalized or nonverbalized responses (anticipations, 
attitudes, emotional level) are elicited by one stimulus task (Kohs) 
which are not obtained by another (Binet) ? (2) How are these differ- 
ences in response related to previous learning experiences 
Findings similar to those of Sarason and Sarason have been obtained 
by Bijou {36, 37, 38), although the etiological grouping of his cases 
is not given. Bijou found “that mentally retarded boys having high 
Arthur Performance Quotients (PQ’s) relative to Binet LQ.’s also 
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have high arithmetic attainment relative to reading achievement. Fur- 
thermore, boys showing such a test configuration receive above-average 
proficiency ratings in shop work (provided their Binet I.Q.’s are above 
65), and are judged to be better adjusted than boys of comparable 
mental ages but having low PQ’s. In contrast, boys with low PQ’s 
split into two subgroups when relative accomplishment in reading and 
arithmetic is taken into account: half succeed well in arithmetic; half 
fail miserably in the subject. . . . These same boys are rated as below- 
average in shop work and are considered inferior in personal-social 
adjustment compared with their matched mates” ( 37 ). Bijou then 
selected 4 cases from each of his two extreme groups and studied their 
developmental histories. Those in the low P.Q. groups he found were 
frequently ill during childhood, indulged in delinquent activities, 
received frequent punishment, made fair progress in school, and had 
unsatisfactory interpersonal relationships. In the high P.Q. cases Bijou 
found evidences of problem behavior, lack of adjustment to the class- 
room situation particularly because of reading difficulties, inadequate 
personal-social habits, and no unusual incidence of illness. The finding 
that the high P.Q. group had developed unfavorable attitudes toward 
the reading and classroom situations sheds light on their relatively 
poor performance in the face-to-face, school-like Binct situation. A 
subsequent study by Wallin and Hultsch ( 307 ) of children referred 
to a public-school clinic primarily because of possible mental deficiency 
and secondarily because of behavior problems did not show the fairly 
clear-cut results obtained by Bijou. The differences in results may in 
part be due to the fact that Bijou used white male institutionalized 
cases, whereas Wallin and Hultsch used noninstitutionalized males and 
females, the majority of whom were colored; also. Bijou had more 
extensive data on which to evaluate behavior than did Wallin and 
Hultsch. It may well be that because the P.Q. and I.Q. may be derived 
from numerous combinations of successes and failures, they may not 
be relied upon to give consistent results. The fact that an individual 
obtains a relatively high P.Q. may obscure the fact that he did well 
DU subtests (i.e., Seguin, Casuist, and Mare and Foal) in which 
speed was primary, and did poorly on the subtests (Knox, Kohs, and 
Porteus) in which formulation of a procedure was important. In other 
words, although the P.Q. may be higher than the I.Q., the individual 
may have done most poorly on those subtests which require an 
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intellectual process similar to that required in the Binet. If two individ- 
uals of similar mental and chronological ages had P.Q.’s higher than 
LQ.’s, but one case did poorly on the Kohs and Porteus subtests and 
the other did well, one would probably not conclude that they had 
the same “performance ability.” In Table 11 are presented the total 
Arthur point score, the point score for each subtest, and the P.Q. and 
Binet LQ. of 15 garden-variety defectives selected at random from all 
such cases with Binet mental ages between 6-6 and 7-5. The most 
striking feature of the table is that almost invariably the P.Q. is higher 
than the I.Q., the average difference being 19 points. In addition, it is 
clear from the table that the high P.Q.’s are largely due to the fact 
that the speed tests are given as much weight in the final total score 
as the tests requiring a conceptual process, which is tantamount to 
giving the speed tests undue weight. The fact that the P.Q. is almost 
invariably higher than the Binet I.Q. is surprising but not unexpected. 
Kinder and Hamlin (164), using a discrepancy of 10 points between 
the Binet and Pintner-Patterson as a criterion, found only 9 percent 
of their cases with a higher Binet I.Q. and 33 percent with a higher 
P.Q. Patterson’s analysis (229) of the Arthur Point Scale likewise 
showed a marked tendency for the P.Q. to be higher than the I.Q. 
She also found that the “puzzle and formboard types of test (Mare and 
Foal, Manikin and Feature Profile, Casuist and Seguin form boards) 
contributed more than the other subtests to the high initial scores.” 
When readministrations of the scale were viewed as indicators of 
learning ability, Patterson ( 230 ) found that defective children who 
had a relatively high school achievement tended to gain more on re- 
administration than those who had low achievement. The high and 
low achievement groups were matched in age, intelligence quotient, 
and institutional residence. It is interesting to note that there was no 
difference between the two groups in initial P.Q. 

On the basis of the psychological studies discussed in this chapter, 
it seems warranted to conclude that there is no single test pattern which 
clearly differentiates garden-variety defectives from other groups. This 
conclusion is not surprising when one takes several factors into ac- 
count. Garden-variety defectives are a heterogeneous group, differing 
among themselves in emotional stability, institutionalization, age at 
and length of institutionalization, family constellation, previous life 
experiences, physical attractiveness, urban or rural residence, etc. It 
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would have been surprising if studies which did not control for all or 
a majority of these variables should have found a “characteristic” test 
pattern. When one matches garden-variety and brain-injured individ- 
uals for M.A. and CA., he cannot assume that they are also comparable 
on the variables noted above. To what extent the failure to obtain clear- 
cut test patterns is due to the fact that significant variables other than 
M.A. and C.A. have not been considered can be answered only by fu- 
ture research. It may also be that the tendency to view test perform- 
ance from the standpoint of the pass-fail criterion rather than in terms 
of patterns and conditions of present and past learning has been a 
major factor making for the inconclusive findings. 



Chapter 6 


CULTURAL FACTORS IN THE ETIOLOGY OF 
GARDEN-VARIETY DEFICIENCY 

The social and intellectual incompetency o£ the garden-variety defective 
has generally been assumed to be due to the limitations imposed by an 
inferior hereditary endowment. Despite the well-nigh perfect correla- 
tion between garden-variety deficiency and unfavorable social conditions 
the consensus among workers m the field is that cultural factors are 
relatively unimportant in the causation of the condition. Some evidence 
against this traditional opinion has already been presented in Chapter 
2. In the present chapter research findings concerning the relation 
between infant-rearing practices and individual development will be 
discussed and their applicability to the present problem explored. 

Implicit in all approaches to the study of the individual is the assump- 
tion that the period of infancy is of special importance in shaping the 
individual’s behavioral pattern. Physical and emotional mothering 
(fondling, caressing, rocking, etc.), consistency of parental response, 
stimulation and reinforcement of the child’s responsiveness to the 
environment, absence of prolonged physical and emotional frustrations 
with their attendant increase in bodily tension and unrest — ^these are 
some of the factors that are considered conducive for the learning of 
those attitudes toward self and others which make for efficient and 
productive use of the individual’s capacities. The child whose hunger 
drive is satisfied “by the clock,” whose bodily tensions and crying spells 
are not rewarded by the satisfying experience of physical contact with 
or attention from the parents, whose needs are sometimes responded to 
promptly and gently and at other times belatedly and gruffly, whose 
initial vocalizations and locomotions are not rewarded by parental 
enthusiasm and increased attention— the behavioral pattern of such a 
child is expected to contain attitudes toward self and others which 
interfere with full and efficient utilization of capacities. It is not at 
all clear how the infant’s acquired responses to selected stimuli in his 
environment become integrated with Hs increasing awareness of him- 
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self as a person distinct from others. In the case of a child who is 
fondled only at certain times of the day and is the recipient of per- 
functory and unemotional attention from his parents, there is little 
opportunity for natural responsiveness to be rewarded and by such 
reinforcement to be repeated. One would expect that in such a child 
the tendency to respond to others would become weak and, perhaps^, 
the tendency to avoid the responsiveness of others would become strong. 
How such learned behavior affects a child’s growing conception of 
himself and others is a process which is not at all clear at present, but 
that such a process occurs may be assumed. When parental behavior 
changes markedly after the child has become aware of himself as a 
person distinct from others, the effect of this change on the child’s 
attitudes toward self and others is less difScult to understand. For 
example, when for the first year or so of his life he has learned to 
expect that his mother will gratify his needs, relieve his tensions, and 
encourage and support him in mastering new activities, an abrupt 
change in the relationship can affect his attitudes in several ways. As 
Kardiner (79, p. 12) has pointed out: “The result is first that the 
conception of the mother changes from good to bad. This means that 
certain expectations previously freely entertained must now be sup- 
pressed and compensatory activities invented. The failure of this latter 
must give rise to anger toward the mother, which must likewise be 
suppressed. Then follows an alteration of the child’s conception of 
itself with respect to its mother, namely, the feeling of not being loved, 
a lowering of self-esteem, and either an increase in its independence 
or an accentuation of its dependence.” The validity of this formulatioa 
is well illustrated in DuBois’ study. The people of Alor (79). In a later 
section it will be seen that the acquisition of maladjustive behavioral 
patterns before the formation of attitudes toward self and others has 
crystallized seems to have a more insidious influence on development 
than when such patterns are acquired afterward. 

Investigators are by no means agreed as to the effect of certain infant- 
training practices and experiences on later functioning. While some 
workers maintain that breast feeding is psychologically and physically 
more beneficial than bottle feeding, others point out that many infants 
who have been bottle-fed show no untoward effects. Still others main- 
tain that the important variable is not the method of feeding but the 
accompanying attitudes of the mother toward her child. Some pediatri- 
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cians strongly advocate that an infant be fed only at stated intervals, 
whereas others feel that following a schedule produces undue tensions 
in the child and ignores the importance of prompt gratification of his 
needs. In order to reduce the effects of oral frustration some pediatri- 
cians advocate feeding on an ad Ith or laissez-fatre basis. The data 
necessary for evaluating these and other contradictory contentions about 
specific child-training practices are not available. It may be anticipated, 
as Mowrer and Kluckhohn (211) and Dubois (78) have maintained, 
that a single child-training practice is rarely sufficient to explain the 
acquisition of a behavioral pattern. The significance of a child-training 
practice lies in the manner and motivation of the parent applying it, 
the effect on the child experiencing it, the degree to which the motiva- 
tion and manner of the parent in regard to the practice is indicative of 
a more generalized attitude toward the child, and the degree to which 
the effects on the child are also experienced in other kinds of situations 
with the parent. Orlansky (22S) concluded similarly on the basis of his 
critical review of the literature on infant care and personality: “. . . We 
are led to reject the thesis that specific nursing disciplines have a specific, 
invariant psychological impact upon the child. Instead, it appears that 
the effect of a particular discipline can be determined only from knowl- 
edge of the parental attitudes associated with it, the value which the 
culture places upon that discipline, the organic constitution of the 
infant, and the entire socio-cultural situation in which the individual 
is located. In short, it is contended that personality is not the resultant 
of instinctual infantile libidinal drives mechanically channelled by 
parental disciplines, but rather that it is a dynamic product of the 
interaction of a unique organism undergoing maturation and a unique 
physical and social environment.” 

That certain child-training practices and experiences during the first 
year of life have a deleterious effect on intellectual and emotional 
growth has been revealed by clinical and experimental studies. The 
prolonged absence of the mother or the effects of the lack of “mother- 
ing” seem to reduce the degree of the child’s responsiveness or awareness 
of ongoing activities. Since the mother is the almost exclusive source 
of the child’s external stimulation, it would be expected that his 
responsiveness would be a function of the degree of stimulation by 
her. In the absence of gratification, responsiveness is more likely to be 
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extinguished than reinforced. The following illustrative case is taken 
from Ribble. 

“Little Bob was born in the maternity hospital where the writer was mak- 
ing studies of infants at the time. He was a full-term child and weighed six 
pounds three ounces at birth. During the two weeks’ stay in the hospital 
the baby was breast fed and there was no apparent difficulty with his body 
functions. The mother, a professional woman, had been reluctant about 
breast feeding because she wished to take up her work as soon as possible 
after the baby was born, but she yielded to the kindly encouragement of the 
hospital nurses, and the feeding was successful. Both mother and child 
were thriving when they left the hospital. 

“On returning home the mother found that her husband had suddenly 
deserted her — the climax of an unhappy and maladjusted marriage relation- 
ship. She discovered soon after that her milk did not agree with the baby. 
As is frequently the case, the deep emotional reaction had affected her milk 
secretion. The infant refused the breast and began to vomit. Later he was 
taken to the hospital and the mother did not call to see him. At the end of 
a month she wrote that she had been seriously ill and asked the hospital to 
keep the child until further notice. 

“In spite of careful medical attention and skillful feeding, this baby re- 
mained for two months at practically the same weight. He was in a crowded 
ward and received very little personal attention. The busy nurses had no 
time to take him up and work with him as a mother would, by changing his 
position and making him comfortable at frequent intervals. The habit of 
finger sucking developed, and gradually the child became what is known 
as a ruminator, his food coming up and going down with equal ease. At the 
age of two months he weighed five pounds. The baby at this time was trans- 
ferred to a small children’s hospital, with the idea that this institution might 
be able to give him more individual care. It became apparent that the mother 
had abandoned the child altogether. 

“When seen by the writer, this baby actually looked like a seven months’ 
foetus yet he had also a strange appearance of oldness. His arms and legs 
were wrinkled and wasted, his head large in proportion to the rest of the 
body, his chest round and flaring widely at the base over an enormous liver. 
His breathing was shallow, he was generally inactive, and his skin was cold 
and flabby. He took large quantities of milk but did not gam weight since 
most of it went through him with very little assimilation and with copious 
discharges of mucus from his intestines. The baby showed at this time the 
pallor which in our study we have found typical of infants who are not 
mothered, although careful examination of his blood did not indicate a serh 
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ous degree of anemia. He was subject to severe sweating, particularly during 
sleep. A thorough study showed no indication of tuberculosis. The child’s 
abdomen was large and protruding, but this proved to be due to lax intes- 
tinal muscles and consequent distention with gas and to a greatly enlarged 
and distended liver, which was actually in proportion to that of the 
foetus. There was no evidence of organic disease, but growth and develop- 
ment were definitely at a standstill, and it appeared that the child was 
gradually slipping backward to lower and lower levels of body economy 
and function. 

“The routine treatment of this hospital for babies who are not gaining 
weight is to give them concentrated nursing care. They are held in the 
nurse’s lap for feeding and allowed at least half an hour to take the bottle. 
From time to time their position in the crib is changed and when possible 
the nurse carries them about the ward for a few minutes before or after each 
feeding. This is 'the closest possible approach to mothering in a busy infants’ 
ward. Medical treatment consists of frequent injections of salt solution under 
the skin to support the weakened circulation in the surface of the body. 

“With this treatment the child began to improve slowly. As his physical 
condition became better, it was possible for our research group to introduce 
the services of a volunteer ‘mother’ who came to the hospital twice daily in 
order to give him some of the attention he so greatly needed. What she actu- 
ally did was to hold him in her lap for a short period before his 10 a.m. and 
6 P.M. feedings. She was told that he needed love more than he needed 
medicine, and she was instructed to stroke the child’s head gently and speak 
or sing softly to him and walk him about. Her daily visits were gradually 
prolonged until she was spending an hour twice a day, giving the baby this 
artificial mothering. The result was good. The child remained in the hos- 
pital until he was five months of age, at which time he weighed nine pounds. 
All rumination and diarrhea had stopped, and he had become an alert baby 
with vigorous muscular activity. His motor coordinations were of course 
retarded. Although he held up his head well and looked about, focusing his 
eyes and smiling in response to his familiar nurses, he could not yet grasp 
his own botde or turn himself over, as is customary at this age. The finger 
sucking continued, as is usually the case with babies who have suffered early 
privation. 

“In accordap.ce with the new hospital procedure, as soon as the child’s life 
was no longer in danger, he was transferred to a good, supervised foster 
home in order that he might have still more individual attention. Under this 
regime, his development proceeded well and gradually he mastered such 
functions as sitting, creeping, and standing. His speech was slow in develop- 
ing, however, and he did not walk until after the second year. The general 
health of this child is now excellent at the end of his third year; also his 
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‘I.Q.’ is high on standard tests, but his emotional life is deeply damaged. 
With any change in his routine or with a prolonged absence of the foster 
mother, he goes into a state which is quite similar to a depression. He be- 
comes inactive, eats very little, becomes constipated and extremely pale. 
When his foster mother goes away, he usually reacts with a loss of body 
tone and alertness, rather than with a definite protest. His emotional rela- 
tionship to the foster mother is receptive, like that of a young infant, but he 
makes little response to her mothering activities except to function better 
when she is there. He has little capacity to express affection, displays no 
initiative in seeking it, yet fails to thrive without it. This lack of response 
makes it difficult for the foster mother to show him the affection which he 
so deeply needs. Without the constant friendly explanations of the situation 
from the visiting nurse, she would probably have given up the care of the 
child.” ^ 

Institutionally Reared Children 

The study of children whose early infancy was spent in an insti- 
tutional setting provides data on the deleterious effects of the absence 
of frequent and consistent external stimulation of the child, what 
Kibble calls the lack of gratification of the infant’s “stimulus hunger.” 
Gesell has described how by the very nature of the institutional setup 
the infant is unable to receive attention and how in the course of the 
day different people with different attitudes handle the child. As 
Gesell (99, p. 321) points out, the institutional infant may be “propped 
up, possibly at regular intervals, and for predetermined periods; but 
not always at the psychological moments which are most favorable; 
nor with the endless variations and surprises which naturally enter 
into the flexible living of a domestic circle. The caretaker, having 
propped him for the sitting-up period, even places a toy at his disposal. 
But the propping is of necessity done in a somewhat hurried and 
impersonal manner, because the very same attention must be repeated 
for a sizeable number of babies. There can be no waiting for and 
adaptation to psychological moments. There is too much to be done. 
Nor is there much time for improvisation-play with the baby. . . . The 
institution tends to channelize the psychology of the baby by restricted 
and somewhat standardized impacts. It delimits the scope of the infant s 
behavior by paucity of impacts. This paucity has nothing less than an 
impoverishing effect.” 

1 M. A. Ribble. The rights of infants. Columbia University Press, 1943. By permission of 
the publisher. 
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A systematic approach to the problem is represented by Goldfarb's 
studies ( 107 - 113 ) of children who spent their early infancy in an insti- 
tution. In one of these studies 15 children who had been institutionalized 
at the average age of 4.5 months and transferred to foster homes at 
approximately 37 months were compared to 15 children who had experi- 
enced foster-home placement from early infancy. The occupational 
status of the mothers of the institutional children tended to be higher 
than that of the mothers of the foster-home group; both were equal 
in educational achievement. The foster homes to which the institu- 
tional children were subsequently sent seemed to have more favorable 
advantages for a child than the foster homes of the control group. 
When both groups were given psychological tests at 34 and 43 months 
of age, the institutional children received significantly lower test scores, 
showed immature speech development, and in general presented many 
more indications of maladjustive behavior. When similar studies were 
made with older age groups who also differed in regard to early insti- 
tutional experience the incidence of feeble-mindedness was markedly 
greater in the institutional group. Their behavior was characterized by 
aimlessness, impulsivity, inability to achieve or maintain personal rela- 
tionships and to respond to the needs of others or to express personal 
feeling. ‘'Cold, isolated, depriving experience during the first months 
of life impedes the normal development of such mature qualities as 
personal security and independence, a deep, personal, reciprocating 
interest in others, appropriate inhibition, and a reflective, organizing 
mental approach to problems. The very absence of these qualities in 
deprived children has also made it very difflcult to reach them on more 
than a casual basis or to affect significantly their adjustment subsequent 
to transfer from the institution. Treatment efforts, case work activity, 
and the best wishes of foster parents have been of limited consequence 
where the damage resulting from psychological privation first occurred 
at a very early age and was then exaggerated by a prolonged elaboration 
of the privation experience over several years” ( 112 ). 

Skeels and Dye (272) studied the effects of differential stimulation 
on mentally retarded children. The origin of their study deserves 
retelling. 

“Two children under a year and a half, in residence at the state orphan- 
age, gave unmistakable evidence of marked mental retardation. Kuhlmann- 
Binet intelligence tests were given both children. C.D., thirteen months of 
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age at time of examination, obtained an LQ. of 46, and B.D., at sixteen 
months, scored an LQ. of 35. Qualitative observations of the examiner sub- 
stantiated a classification of imbecile level of mental retardation. In the case 
of B.D., the examiner felt that the child’s actual level was perhaps slightly 
higher, but not to exceed ten points or an LQ. level of 45. As check tests 
for further corroboration, the Iowa Tests for Young Children were used. 
Mental ages of approximately six and seven months respectively were 
obtained, 

“Obviously a classification of feeble-mindedness would not be justified if 
based on results of intelligence tests alone, particularly at these young ages. 
However, behavioral reactions in conjunction with the examinations of the 
pediatrician, and observations by the superintendent of nurses relative to 
activity or lack of activity of these children in the nursery in contrast with 
other children, gave ample substantiation for a classification of marked 
mental retardation. C.D., at thirteen months, was making no attempts to 
stand, even with assistance. She could not pull herself to an upright position 
with the aid of crib or chair, nor did she display much manipulative activity 
with blocks or play materials. Spontaneous vocalization also was lacking. 

B. D., at sixteen months, was not vocalizing, was unable to walk with help 
and made relatively no responses to play materials in the nursery.” 

Both children were illegitimate and their mothers had been adjudged 
feeble-minded. The two children were transferred to the school for 
the feeble-minded. 

“Six months after transfer, the psychologist visiting the wards of the insti- 
tution was surprised to notice the apparendy remarkable development of 
these children. Accordingly, they were re-examined on the Kuhlmann-Binet, 

C. D. obtained an LQ. of 77 and B.D. an LQ. of 87. Twelve months later 
they were tested again with I.Q.’s of 100 and 88, respectively. Tests were 
again given when the children were forty months and forty-three months of 
age, respectively, with LQ.’s of 95 and 93. 

“In the meantime, inquiries were made as to reasons for this unusual de- 
velopment. Their ‘home’ or ward environment was studied. It was observed 
that the attendants on the ward had taken a great fancy to the ‘babies.’ They 
were essentially the only pre-school children on the ward, other than a few 
hopeless bed patients with physiological defects. The attendants would take 
these two children with them on their days off, giving them car rides and 
taking them down town to the stores. Toys, picture books and play materials 
were purchased by these admiring adults. The older, brighter girls on the 
ward were also very much attached to the children and would play with 
them during most of the waking hours. Thus it can be seen that this environ- 
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ment turned out to be stimulating to these pre-school children of low initial 
mental level.” 

As a result of these observations retarded children in the orphanage 
were transferred to the institution for the feeble-minded. Thirteen 
children were transferred, the mean chronological age at transfer being 
19.4 months, with a range from 7.1 to 35.9 months. The mean I.Q. 
was 64.3, with a range from 35 to 89. “That such retardation was real 
and observable was substantiated by the reports of the pediatrician and 
nurse in charge, indicating lack of development.” The transferred 
cases were compared to a control group of 12 cases who had had 
intelligence tests before the age of two, were in continuous residence at 
the orphanage, and had not attended any kind of preschool. Social 
histories and psychometric data indicated that the parents of the 
children in both groups represented the lower educational and occu- 
pational levels. Of the five mothers in the experimental group on 
whom there were psychometric data, four had I.Q.’s below 70 and one 
had an I.Q. of 100. Of the nine mothers in the control group on whom 
psychometric data were available, seven had I.Q.’s below 70, one had 
an I.Q. of 79, and the other of 84. 

When transferred to the school for mental defectives the experimental 
group was placed on wards with older and brighter girls. There were 
very few younger children on these wards aside from the experimental 
children. 

“The attendants and the older girls became very fond of the child placed 
on the ward and took great pride in its achievement. In fact, there was con- 
siderable competition between wards to see which one would have their 
‘baby' walking or talking first. The girls would spend a great deal of time 
with the children, teaching them to walk, talk, play with toys and play ma- 
terials, and in the training of habits. 

“Most of the clothing for these children was made by the older girls. The 
girls were so fond of the children that they would actually spend their small 
earnings and allowances to buy them special foods, toys, picture books, and 
materials for clothing. Similarly attendants gave of their time, money, and 
affection, and during their free hours frequently took the children on excur- 
sions, car rides, and trips. In addition, it was the policy of the matron in 
charge of the girls' school division to single out certain of these children 
whom she felt were in need of special individualization and permit these 
children to spend a portion of time each day visiting her office. This furnished 
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new experiences including being singled out and given special attention and 
affection, new play materials, additional language stimulation, and contacts 
with other office callers. 

“An indication of the interest in these children was shown by the fact 
that a baby show was held for one of the Fourth of July celebrations. Each 
ward made a float upon which its ‘baby’ rode, dressed in costume. Prizes 
were awarded for the winning baby, most attractive costume, and best float. 

“The spacious living rooms of the wards furnished ample room for in- 
door play and activity. Whenever weather permitted, the children spent 
some time each day on the playground, supervised by one or more of the 
older girls. In this situation, they had contacts with other children of similar 
ages. Outdoor play equipment included tricycles, swings, slides, sand box, 
etc.” 

In contrast to the experiences of the experimental group, the control 
group remained in an environment characterized by the relative absence 
of external stimulation and the lack of any enduring or consistent 
adult-child relationships. 

“Up to the age of two years, the children were in the nursery of the hos- 
pital. This was limited to a rather small play room with additional dormi- 
tory rooms of two to five beds each. The children were cared for by two 
nurses with some additional assistance by one or two girls of ten to fifteen 
years of age. The children had good physical and medical care, but little 
can be said beyond this. Contacts with adults were largely limited to feed- 
ing, bathing, dressing, and toilet details. It can readily be seen that with the 
large number of children per adult, little time was available for anything 
aside from the routines of physical care. The girls who assisted the nurses 
accepted the work as a necessary evil and, in general, took little personal 
interest in the children as individuals. Few play materials were available and 
little attention was given to the teaching of play techniques. The children 
were seldom out of the nursery room except for short walks or short periods 
of time out of doors for fresh air.” 

In Table 12 are presented the developmental results for the experi- 
mental’ and control groups. Although each child was tested several 
times, only the results of the first and last tests are given. It can be 
seen from the table that while all the experimental children showed an 
increase in quotient, the mean change being +27.5 points, all but one 
of the control showed a decrease, the mean change being —26.2 points. 
The significance of these results seems clear: The child who is not 
consistently and satisfy ingly stimulated by people in his environment, 
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Table 12. Mental Development of Individual Children in Experimental and 
Control Groups as Measured by Kuhlmann-Binet Intelligence Tests (272) 


Experimental Group 


Case 

No. 

Before Transfer 
C.A. I.Q. 

(Months) 

C.A at 
Transfer 
(Months) 

Last Test 

C.A. I.Q. 1 

(Months) 

Length of 
Exp. Period 
(Months) 

Change 

in 

I.Q. 

1 ' 

7.0 

89 

7.1 

12.8 

113 

5.7 

+24 

2 ! 

12.7 

57 

13.3 

36,8 

77 

23.7 

+20 

3 

12.7 

85 

13.3 

25.2 

107 

11.9 

+22 

4 

14.7 

73 

15.0 

23.1 

100 

8.1 

+27 

5 

13.4 

46 

15.2 

40.0 

95 

24.8 

‘ +49 

6 

15.5 

77 

15.6 

30.1 

100 

14.5 

+23 

7 

16.6 

65 

17.1 

27.5 

104 

10.4 

+39 

8 

166 

35 

18.4 

43.0 ' 

93 

24.6 

+58 

9 

21.8 

61 

22.0 

34.3 

80 

12.3 

+19 

10 

1 23.3 

72 

23.4 

45.4 

79 

22.0 

+ 7 

11 

i 25.7 

75 

27.4 

51.0 

82 

23.6 

+ 7 

12 

1 27.9 

65 

28.4 

40.4 

82 

12.0 

i +17 

13 

j 30.0 

36 

35.9 

89.0 

81 

52.1 

1 +45 


Control Group 


Case 

No. 

TestI 

C.A. I.Q. 1 

(Months) 

Last Test 

C.A. I.Q. 

(Months) 

Length of 
Exp. Period 
(Months) 

Change 

in 

IQ. 

14 

11.9 

91 

55.0 

62 

43.1 

-29 

15 

13.0 

92 

38.3 

56 

25.3 

-36 

16 

13.6 

71 

40.9 

56 

27.3 

-15 

17 

13.8 

96 

53.2 

54 

39.4 

-42 

18 ! 

14.5 

99 

41.9 

54 

27.4 

-45 

19 

15.2 

87 

44.5 

67 

29.3 

-20 

20 

17.3 

81 

52.9 

83 

35.6 

+ 2 

21 

17.5 

103 

50.3 

60 

32.8 

-43 

22 

18.3 

98 

39.7 

61 

21.4 

-37 

23 

20.2 

89 

48.4 

71 

28.2 

-18 

24 

21.5 

50 

51.6 

42 

30.1 

- 8 

25 

21.8 

83 

50.1 

60 

28.3 

-23 
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whose responsiveness is neither encouraged nor rewarded, and who 
experiences these lacks during a period when language, motor patterns, 
and self-attitudes (dependent on language) are ordinarily acquired — 
such a child will tend to fail to develop normally according to develop- 
mental scales. 

Woodworth’s comments {326, p. 80) about the Skeels and Dye study 
are interesting: “The striking gains of some of the children are evi- 
dence, as much as anything, of the unreliability of infant intelligence 
tests, but the experiment at least showed that feeble-minded women are 
capable of providing adequate mental stimulation for babies of average 
intelligence; and this is probably not the first time that a feeble-minded 
nurse has done a good job, under general supervision, for a child of 
normal intelligence. The experiment can also serve to cast doubt on 
the belief sometimes held that a feeble-minded mother will so depress 
the LQ. of her child in the first few years as to handicap him for life.” 
It is very surprising that in his discussion of this study Woodworth does 
not mention the fact that a control group was used. If the unreliability 
of infant tests is to be used as an explanation of the gains of the 
experimental groups, why did not the control group also gain ? If test 
unreliability is the important factor, one would expect that within 
each group there would be some who would gain and some who would 
lose in test score. The fact that all in the experimental group gained 
while all but one in the control group lost does not make the explana- 
tion in terms of test unreliability a very important or plausible one. 
Woodworth’s statement about the mothering ability of feeble-minded 
girls seems based on a deemphasis of the fact that in the Skeels and 
Dye study these girls were institutionalized and very carefully super- 
vised in a ward setup in which the introduction of a young child would 
give these girls an opportunity, perhaps their only institutional oppor- 
tunity, to express and receive affection. How these girls would rear 
children in the community without supervision cannot be determined 
by their institutional behavior. As will be pointed out later, the avail- 
able evidence indicates that such girls do not rear children in what 
Woodworth would call an acceptable, mentally stimulating manner. 
Undoubtedly defective mothers differ in the child-rearing practices 
they employ, but the sources and effects of these differences have yet 
to be studied systematically. It does not seem justified to use the 
Skeels and Dye study as positive evidence for the “mothering ability” 
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of defective mothers. Finally, it should also be noted that Woodworth 
failed to mention that in the Skeels and Dye study the institutional 
personnel were an important, stimulating factor in the children’s 
environment (see p. 142).“ 

Spitz (279) was able to study directly the development of infants 
born in two rather different institutional settings. One was a nursery 
in a penal institution, most mothers being pregnant upon admission. 
“The background of these children provides for a markedly negative 
selection since the mothers are mostly delinquent minors as a result 
of social maladjustment or feeble-mindedness, or because they are 
psychically defective, psychopathic, or criminal.” The other institution 
was a foundling home, the children being placed because of the 
mothers’ inability to support them. There was a tendency for these 
mothers to be better socially adjusted and more “normal” than those 
of the nursery children. The outstanding difference between the two 
groups was in the kind and degree of relationship with the mother. 

“In Foundling Home there is a head nurse and five assistant nurses for a 
total of forty-five babies. There nurses have the entire care of the children 
on their hands, except for babies so young that they are breast-fed. The latter 
are cared for to a certain extent by their own mothers or by wet-nurses; but 
after a few months they are removed to the single cubicles of the general 
ward, where they share with at least seven other children the ministrations 
of one nurse. It is obvious that the amount of care one nurse can give to an 
individual child when she has eight children to manage is small indeed. 
These nurses are unusually motherly, baby-loving women; but of course the 
babies of the Foundling Home nevertheless lack all human contact for most 
of the day. 

“Nursery is run by a head nurse and her three assistants, whose duties do 
not include the care of the children, but consist mainly in teaching the chil- 
dren, s mothers in child care, and in supervising them. The children are fed, 
nursed and cared for by their own mothers or, in those cases where the 
mother is separated from her child for any reason, by the mother of another 
child, or by a pregnant girl who in this way acquires the necessary experi- 
ence for the care of her own future baby. Thus in nursery each child has 

2 The fact that the Skeels and Dye experimental group showed test-score increases after 
a period of residence in an institution for the mentally defective should not obscure the 
fact that the environment of the usual inmates in such institutions does not possess the 
strmuiatmg features of that of the experimental group. In fact, Crissey (59) found that 
loss of LQ. widi contmued instituuonal residence was more marked in institutions for 
defectives than in an orphanage and a juvenile home. 



CULTURAL FACTORS IN GARDEN-VARIETY DEFICIENCY 


147 


the full-time care of his own mother, or at least that of the substitute which 
the very able head nurse tries to change about until she finds someone who 
really likes the child.” 

Spitz points out that the nursery mothers, restricted as they were by 
penal confinement, lavished attention and affection on their infants, in 
constant competition among themselves as to who had the biggest, 
healthiest, and most intelligent baby. In fact, it was Spitz’s observation 
that the amount of love given to these children amounted to over- 
protection and overindulgence. Each child was evaluated during the 
first and last third of the first year of life by the Hetzer and Wolf baby 
tests ( 138 ). On the first test the nursery infants obtained an average 
developmental quotient of 101.5 and the foundling group 124. On the 
second test toward the end of the first year the nursery infants obtained 
an average of 105 while the foundling group obtained an average 
quotient of 72. When two years later the foundling home was revisited, 
21 of the original group were still available for study. Despite their 
increased chronological age, motor, speech, and intellectual develop- 
ment was markedly retarded. Even in height and weight these children 
were far below their age norms. Because children in the nursery gen- 
erally left at the end of a year, it was not possible to make a follow-up 
study. However, during the original study 29 nursery children left 
the institution after they were one year old; the age varied from 13 
to 18 months. “This means that the oldest of them was half-a-year 
younger than the youngest child in our follow-up in Foundling Home, 
and twO'and-a-half years younger than the oldest” In spite of the wide 
age difference the nursery children surpassed the revisited foundlings 
in many areas of development. 

An interesting finding of Spitz concerns the extreme susceptibility 
to illness and the high mortality rate among the foundling group: 

“In spite of the fact that hygiene and precautions against contagion were 
impeccable, the children showed, from the third month on, extreme suscepti- 
bility to infection and illness of any kind. There was hardly a child in whose 
case history we did not find reference to otitis media, or morbili, or varicella, 

or eczema, or intestinal disease of one kind or another During my stay 

an epidemic of measles swept the institution, with staggeringly high mor- 
tality figures, notwithstanding liberal administration of convalescent serums 
and globulins, as well as excellent hygienic conditions. Of a total of 88 chil- 
dren up to the age of 244, 23 died. It is striking to compare the mortality 



148 


PSYCHOLOGICAL PROBLEMS IN MENTAL DEFICIENCY 


among the 45 children up to 1% years, to that of the 43 children ranging 
from to 214 years; usually the incidence of measles is low in the younger 
age group, but ... in the younger group, 6 died, i.e., close to 40%. The 
significance of these figures becomes apparent when we realize that the mor- 
tality from measles during the first year of life in the community in question, 
outside the institution, was less than %%.” 

In striking contrast was the finding that during the 3% years the 
nursery children were studied not a single child died, and in the 14 
years prior to the study only three deaths were recorded. “Intercurrent 
sickness was limited, on the whole, to seasonal colds, which in a mod- 
erate number developed into mild respiratory involvement; there was 
comparatively little intestinal disturbance; the most disturbing illness 
was eczema.” 

On the basis of the work of the above investigators and others {18, 
S3, 46), it may be concluded that the lack of satisfying physical con- 
tact, the absence or inconsistency of maternal stimulation, and the 
failure of the environment to reward the infant’s responsiveness to 
people and objects have a pervasive and retarding effect on mental 
and physical development. In such an environment the child’s aware- 
ness of, interest in, and satisfaction from people and objects acquire 
little drive or “need” strength, making the acquisition of intellectual 
and social skills, dependent as these are on interpersonal relationships, 
unrewarding and consequently unlikely to be acquired. 


Garden-Variety Deficiency and Child-Rearing Practices 

When in the light of these considerations one attempts to evaluate 
the infant-reding practices to which the garden-variety defective is 
subjected, he is hindered by a lack of observational data. Although in 
recent years increasing attention {62, 63) has been paid to the relations 
among social class, child-rearing practices, and behavioral pattern, there 
have been no systematic studies in which intellectual status has been 
singled out fw investigation. Consequently, one must depend pri- 
marily on clinical observations for the formulation of hypotheses The 
absence of systematic data wiU necessitate extensive quotation from 
the obseijation of others if the reader is to get “the feel” of the cultural 
setting of the garden-variety defective. 

The culture, physical and psychological, into which many garden- 
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variety defectives are born may be gleaned from the following descrip- 
tion of one of the Kallikak homes: 

“On one of the coldest days in winter the field worker visited the street in 
a city slum where three sons of Joseph live. She had previously tested several 
of the children of these families in the public school and found them, in 
amiability of character and general mentality, strikingly like our own 
Deborah, lacking, however, her vitality. There was no fire in their eyes, but 
a languid dreamy look, which was pardy due, no doubt, to unwholesome 
city environment. In one house she found the family group — six human 
beings, two cats, and two dogs — huddled in a small back room around a 
cook stove, the only fire in the house. In this room were accumulated all the 
paraphernalia of living. A boy of eleven, who had been tested in the school 
previously, was standing by the fire with a swollen face. He had been kept 
home on this account. In a rocking-chair, a little girl of twelve was holding 
a pale-faced, emaciated baby. In the corner two boys were openly exposing 
themselves. The mother was making her toilet by the aid of a comb and 
basin of water, set on the hearth of the stove; a pot and kettle were on top. 
The entrance of the field worker caused no commotion of any kind. The 
boy with the swollen face looked up and smiled, the mother smiled and 
went on with her toilet, the girl with the baby smiled, the boys in the corner 
paid no attention. A chair was finally cleared ofi and she sat down, while 
everybody smiled. She learned that the husband made a dollar a day and 
that the girl next older than the child of twelve was married and had a baby. 
Another younger girl was at school, the family having been at last able to 
provide her with shoes. The girl of twelve should have been at school, ac- 
cording to the law, but when one saw her face, one realized it made no 
difierence. She was pretty, with olive complexion and dark, languid eyes, 
but there was no mind there. Stagnation was the word written in large 
characters over everything. Benumbed by this display of human degeneracy, 
the field worker went out into the icy street. 

“A short distance farther on, she came to the home of another brother. 
The hideous picture that presented itself as the door opened to her knock 
was one never to be forgotten. In the first home, the type was no lower than 
moron. One felt that when winter was over and spring had come, the family 
would expand into a certain expression of life — ^but here, no such oudook 
was possible, for the woman at the head of this house was an imbecile. In 
one arm she held a frightful looking baby, while she had another by the 
hand. Vermin were visible all over her. In the room were a few chairs and 
a bed, the latter without any washable covering and filthy beyond descrip- 
tion. There was no fire, and both mother and babies were thinly clad. They 
did not shiver, however, nor seem to mind. The oldest girl, a vulgar, repul- 
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sivc creature of fifteen, came into the room and stood looking at the stranger. 
She had somehow managed to live. All the rest of the children, except the 
two that the mother was carrying, had died in infancy.”^ 

McPherson s description { 205 ) of defective families, published in 
1937, indicates that Goddard’s observations made at the beginning of 
the century are not ‘"dated.” The following are descriptions of the 
y and H n families: 

The H y Family 

“The father of this family was a laborer, very deaf. Accused by wife of 
having relations with daughter. He was said to be alcoholic. The mother, 48, 
admitted to Belchertown in 1932, with an I.Q. of .68. Attempts were made 
to improve her care of the family under the supervision of the S.P.C.C. for 
eleven years but she did not improve. She kept a filthy home, was sexually 
promiscuous, and had incestuous relations with son, who may be father of 
twins born in 1930. Her own husband requested her commitment to this 
institution following her arrest for neglect of home. This family has been 
known to welfare departments for years. Children of this family, Louise, 
Harry, and Ruby, were committed in 1930 to the Division of Child Guard- 
ianship. Louis, age 23, I.Q. .70. Was committed to Belchertown State School 
in 1934. In 1930, he was in court charged with incest with mother and sister, 
charge later changed to assault and battery. In court in 1933 for abuse of a 
female child, committed to County Jail and then to Belchertown. He escaped 
in 1934. Louise, 20, I.Q. .69. Was committed to Belchertown in 1934. She 
was in Juvenile Court as delinquent child, admitted having relations with 
father and brother. Had been in care of Social Service Division of Depart- 
ment of Mental Diseases where she was found to be childish and incompe- 
tent and she was returned to aunt who found her unmanageable and re- 
quested her removal. Harry, age 18, I.Q. .47. Sent to this school in 1930. He 
was suspected of imitating incestuous acts he had seen at home. Flas defec- 
tive speech. Ruby — no information. Earl, 14, I.Q. .52, speech defect. Ad- 
mitted to State School in 1931. Margaret, 9 years old, in care of Division of 
Child Guardianship. Said to be very backward. Her paternity is denied by 
father of this family. Winifred, age 7, I.Q. .63. Admitted in 1933. It is 
suspected that her own brother is the father.” 

The H n Family 

“The father was said to be feeble-minded and lacking in responsibility. 
Never able to make a living for family. He was related through his mother 

^ From H. H. Goddard, The Kalhkak faintly. Macmillan, 1912. By permission of Henry 
H. Goddard. 
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with two other families at the state school. The mother was suspected of 
being immoral with star boarder in the home, whom she permitted to have 
relations with daughters for the sake of money. The home was kept in 
terrible shape. Mother and children caked with dirt and covered with ver- 
min. Younger children said to have sores where rats nibbled fingers and 
toes. The children, as we know them at this school, consisted of Henry, age 
41, said to be simple. He married and his wife was said to be not much 
brighter. Mentally incapable of earning a living and providing a home for 
family. Robert, 48, said to be feeble-minded. Sexually abused his sister. 
Emma May, 36, I.Q. .55. Had been sexually abused by boarder in home. 
Was committed to Wrentham State School in 1915, transferred to this school 
in 1923. Hattie, 33. Was in the care of Children’s Aid Association from 
1915-1919. Placed in many foster homes but did not do well. She was sent 
to Lancaster as a stubborn child because of instruction of younger children 
in sex matters and experiences with boys. Was paroled and again returned. 
Released in 1924 and became pregnant. She was committed to this school 
in 1926 with an I.Q. of .85. Discharged as not feeble-minded but she has 
never gotten along well in the community. Married and deserted her hus- 
band for another man. She was diagnosed at the Psychopathic Hospital as 
a psychopathic personality without psychosis. Martha, 31, I.Q. .47. Ad- 
mitted to this school in 1923. Sexually abused by brother. Rosie Ella, 28, 
said to be feeble-minded. Under guardianship of Children’s Aid Association 
of Hampshire County. Laura Ellen, 26, I.Q. .76. Admitted to this school in 
1923. Tried parole in 1937 but she did not adjust well and wanted to return. 
Alice, 25, I.Q. .49, Admitted to this school in 1923 and can do first and 
second grade school work. Lena May, 22, supposed to be the illegitimate 
child of a boarder in the parents’ home. She has since died.” 

The following is a partial description of the “Nineveh” family re- 
ported by Bice in 1947 : 

“The father, whose date of birth is unknown, was the son of American- 
born parents of German extraction. He was a Protestant. At maturity he 
was estimated to be of borderline mentality, one report indicating a mental 
age of 10 years 6 months. The father informed a social case worker that he 
was a printer by trade; however, during the time he was known to social 
agencies he did not work as a printer. He was a junk dealer and reported 
earnings of as much as $100.00 a month. His conception of the occupation of 
a junk dealer may be reflected in the fact that he was at one time arrested 
for receiving stolen goods and was given a suspended sentence. Sentence 
was also suspended on another occasion when he was found guilty of aband- 
oning his children. From 1936 to 1940 the family was on relief. One worker 
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who investigated the case reported that the father saw no harm in permit- 
ting the children to roam the streets at any time they chose and he encour- 
aged them to beg. When he died, a neighbor expressed the consensus in the 
community: ‘It was sad, but it was a blessing to the county.’ 

“The mother w^as also the child of American-born parents; their ancestry 
was Irish. She was a Roman Catholic. She was married at the age of 15 and 
had not reached her i6th birthday when her first child was born. In the 29 
years which followed, there were 19 additional children born of this union, 
10 of whom died in infancy. A social case worker stated in her reports that 
the mother was ‘careless’ and ‘gave the impression of being mentally defec- 
tive,’ At maturity her mental age was reported to be 8 years and 8 months. 
Harriet’s mother considered herself a nervous person whose health had been 
ruined by worry over the health of her children. 

“Charles, the oldest child, was found to have but little academic ability; 
the only activity in which he did well was drawing, a talent also possessed 
by some of his siblings. He, as well as all the other children who did not die 
in infancy, was committed to the care of the state board of children’s guard- 
ians. Later he spent one year at a training school for the feeble-minded. He 
has been arrested on numerous occasions. He later married and, by the time 
he was 39 years of age he had seven children. During the war he sold soft 
drinks at a small stand in a shipyard. He had little interest in the education 
of his children. When the authorities insisted on school attendance, he said 
that the members of the family were so attached to each other that they 
could not bear to be separated long enough for the children to be in school. 

“Doris, second child of the Ninevehs, married a man whose brother was 
in an institution for the feeble-minded. By the time she was 33 she had had 
five children, all of whom were wards of the state. 

“Eric had a school record much like that of his siblings. Though crippled 
by poliomyelitis, he used to do acrobatic stunts and make chalk drawings 
on city sidewalks in order to solicit funds from onlookers. He was arrested 
twice for disorderly conduct. He was found at the age of 27 to have a men- 
tal age of 7 years 3 months, and was committed to a state institution for the 
feeble-minded. 

“Frances entered public school at the age of six and left ten years later 
when she was in the sixth grade. Later, when the girl was in conflict with 
the law, her mother said: 1 don’t know what has become of all the educa- 
tion the children had.’ While she was attending school, Frances earned from 
three to four dollars a week selling matches, wax paper, and notions on the 
street. 

“The first report of Frances’ delinquency was made when she was 17 and 
was arrested for soliciting in a nearby city. Thereafter she continued to be 
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known to social agencies as a prostitute. The records contain such entries as: 
‘girl is known prostitute’; ‘was arrested in a disorderly house’; ‘her earnings 
were three or four dollars a night.’ Frances had two children, both of whom 
were given the same first and middle names. The father of the first child 
was a neighbor. The second child was born when Frances was 20. Her ex- 
periences had by that time been so varied and extensive that the child’s 
paternity could not be established. Frances was committed to an institution 
for delinquent women. At that time she had syphilis and gonorrhea. 

“At the age of 24, she was committed to a training school for the feeble- 
minded. Psychologists indicated that she had a mental age sufficiently high 
so that, if one were to judge on that basis alone, she might be considered a 
borderline case; however, her judgment was poor, her reasoning inferior, 
and her comprehension limited. Her total functioning was considered to 
be on a feeble-minded level.” ^ 

Town’s study (299) of 141 defective families rounds out somewhat the 
above descriptions: 

1. The mortality rate among such families is larger than that of the 
general population. One hundred and fifteen children in 56 families 
died in infancy or before 14 years of age, prompting Town to com- 
ment that “this great mortality is doubtless accounted for largely 
by the low mentality of the mothers which prevented the proper 
care of the children.” 

2. In 28 families marriages were broken by desertion, abandonment, 
separation, annulment, or divorce. 

3. In 37 percent of the families housekeeping conditions were recorded 
as “flagrantly” bad. “Keeping a house in order, preparing regular 
meals and caring for a family of children is a task much too great 
for the feeble wits of the mothers of these families.” 

4. Malnutrition was found in 21 families. 

5. Illegitimate maternity was found in 51 families. Incest occurred 
in 7 families, and prostitution in 14 families. 

6. Reformatory, penitentiary, jail, or prison terms were recorded in 
38 families. 

7. In 20 families at least one child was removed from the custody of 

^ Harry V. Bice, “Mental deficiency, moron level.” In Arthur Burton and Robert E. 
Harris (eds.). Case histones in clinical and abnormal psychology. Harper, 1947, pp. 383- 
385. Reprinted by permission of the author and the publisher, and through the courtesy of 
the North Jersey Training School, the New Jersey State Board of Child Welfare, and the 
State Home for Boys at Jamesburg. 
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the parents. “Each transfer of custody implies parental neglect 
serious enough to be classified by a court as constituting improper 
guardianship.” 

8. In 20 families habitual practice of physical violence toward other 
members of the household was noted. 

Mickelson ( 208 ) has presented data on the defective parent which 
cast a somewhat different light on the problem. She studied 90 families 
in which one or both parents had been diagnosed as mentally defective; 
in 74 percent of the cases the wife had been so diagnosed, in 8 percent 
the husband, and in 17 percent both husband and wife. The families 
were divided on the basis of adequacy of care given to children : satis- 
factory, questionable, or unsatisfactory. 

‘Thirty-eight or 42 per cent of the families were rated as having given 
their children Satisfactory care; 29 or 32 per cent were rated as having given 
Questionable care; and 23 or 26 per cent were rated as having given Unsatis- 
factory care. Although necessarily subjective, this judgment was based in 
every instance on the absence or presence of social evidence which is cus- 
tomarily accepted as indicative of child neglect. For example, a rating of 
Satisfactory meant not only the absence of complaints from the community, 
but positive evidence that the children were kept clean, adequately fed, 
clothed and supervised, and regular in school attendance. A rating of Ques- 
tionable indicated some inconsistency or inadequacy of care but not of suffi- 
cient degree to justify removal of the children as neglected. A rating of 
Unsatisfactory meant either that the children had been removed as neglected 
(there were ten such cases) or that their care was sufficiendy poor to justify 
consideration of such action.” 

Table 13 indicates the relationship between adequacy of child care 
and mother’s LQ. It will be seen that with the exception of those with 


Table 13. Reladonship of Adequacy of Child Care to Mother’s LQ., in 
86 Cases Where Known (208) 



Total Group 
No. % 

LQ. 3(M9 
No % 

I.Q. 50-59 
No. % 

I.Q. 60-69 
No. % 

LQ. 70 and Over 
No. % 

Satisfactory 

35 41 

3 30 

16 46 

11 42 

5 33 

Questionable 

29 341,0 

5 50\7q 

8 23 

9 35L 

6 23r^ 

^ ^67 

Unsatisfactory 22 25 j 

2 20 

6 40/^'^ 

Total 

86 

10 

35 

26 

15 
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LQ.’s between 30 and 49, there is no particular relationship between 
adequacy of child care and the degree of the mother s retardation. The 
significance of this finding is that it suggests the importance of non- 
intellectual factors in social adjustment. This is revealed in other of 
Mickelson's findings: (1) There was a high positive relationship be- 
tween adequate child care and harmonious marital relationships; (2) 
no mother in the satisfactory group presented a “serious mental health 
problem,” whereas 3 in the questionable and 10 in the unsatisfactory 
groups presented such problems. 

There are several factors which limit the degree to which one can 
generalize from Mickelson’s findings and raise questions about their 
validity. First, 88 percent of the families came from rural areas. Un- 
fortunately, Mickelson did not compare the families from rural areas 
with those from urban areas. It may well be that the cultural differences 
between these two areas are important in determining the quality 
of the defective’s adjustment. Second, Mickelson’s cases had been under 
the supervision of social agencies. If one assumes that such supervision 
aided the adjustment of these families, it becomes difficult to determine 
what the adjustment of these families would have been had they been 
“on their own.” If one assumes that such supervision u/as not a factor, 
he may seriously question the diagnosis of mental deficiency in many 
of the cases because they would then appear to be socially competent. 
Another factor limiting the degree of generalization is the validity of 
the “subjective” estimates of adequacy of child care. These ratings, 
made on the basis of information supplied by welfare boards, raised 
two additional questions : the reliability of the original observations and 
the reliability of the judgments based on written records. It should 
also be noted that the original observations were made by different 
people. In addition, one can seriously question whether the criteria 
used CO judge adequacy of child care focus attention on those aspects 
of parental behavior which have the most decisive influence on a child. 
With these limitations Mickelson’s study suggests the following: (1) 
that under certain undetermined cultural conditions in a rural area a 
defective (according to test score) mother may be able to give her 
child “adequate” care; (2) that nonintellectual factors seem more 
influential in determining the adequacy of such care than degree of 
retardation as measured by a test. It must be emphasized that these 
findings are suggestive rather than conclusive. Future research will 
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have to utilize more direct observational procedures, strive for more 
representative samples of the garden-variety defective population (in- 
stitutional vs. noninstitutional, rural vs. urban), attempt to observe 
parent-child relationships as early in the child s life as possible, and 
employ valid and reliable measures as well as comprehensive and mean- 
ingful criteria.^ 

Thorne and Andrews { 298 ) have furnished some data which indi- 
rectly throw some light on the present problem. Over a five-year period 
they studied parental attitudes toward institutionalized mental de- 
fectives “as measured by (a) number of visits by relatives to the child, 
(b) number of gifts received by the child, (c) aggressive and rejecting 
attitudes evidenced by the parents, and (d) other behavior which 
definitely menaced the welfare of the child.” The subjects were 291 
children who had been in the institution during the five-year period. 
Although the etiology of these cases is not given, it may be assumed 
on the basis of institutional population statistics that half or more would 
fall in the garden-variety category. The findings of Thorne and 
Andrews may therefore have some bearing on the nature of parent- 
child relationships among garden-variety defectives. “During the period 
studied, 25 per cent of the 291 children received no visits or gifts from 
their relatives even at Christmas time when it became necessary for 
the school to provide enough gifts so that no child would be forgotten. 
Forty-five percent of the children received gifts (usually at Christmas 
time) but had no visits, while 8 percent had visits but no gifts. Only 22 
percent had both gifts and visits during the period under study. The 
significance of these data seems obvious when it is found that for all 
intents and purposes, one quarter of the children had been practically 
abandoned by their families which were the only persons in this world 
who could be expected to show them any affection.” These data not 

® Mickelson also presented some data on the intellectual status of the children in these 
families. Of 300 children, 33 percent were considered average or above, 23 percent re- 
tarded, 1 percent borderlme or dull, 15 percent defective; the remainder were unclassifiable 
because of lack of data. The bases of these classifications were either an intelligence test 
score or school achievement and social adjustment data. Mickelson herself questioned the 
accuracy of these ratings, based as they were on secondary sources, and their validity is of 
a very dubious nature. It may be noted that the percentage of average and above-average 
children in this series is much higher than that reported by Halperin { 127 ) on children 
in similar families and docs not support his conclusion about the inheritance of the condi- 
tion. However, in both the Mickelson and the Halperin studies the criteria of mental defi- 
ciency were either narrow or unreliable and conclusions based upon them are of question- 
able value (seep. 101). 
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only are revealing of parental attitudes toward the institutionalized 
child but are extremely suggestive of the nature of parent-child relation- 
ships before the period of institutionalization. The effect of these 
parental attitudes upon the child can be seen from Sarason’s analysis 
(257) of the stories told by institutionalized defectives on the cards of 
the Thematic Apperception Test.^ He found that themes of loneliness, 
desire for affection, fear of rejection, aggression, and ambivalence 
toward parental figures were the most frequent; these findings are 
similar to those reported by Abel {f). When the results of these inves- 
tigators are viewed in light of the clinical descriptions presented earlier 
in this chapter, they cannot be considered as unusual or unexpected. 
The significance of these studies is that they emphasize the need for 
intensive observation of parent-child relationships in the early, forma- 
tive years of the child. 

The following hypotheses about child-rearing practices in defective 
families should be evaluated in the light of the paucity of relevant 
studies and the limitations of existing data. It is hoped that these gen- 
eralizations will focus interest in this area and it is fully expected that 
they will be modified by subsequent research. 

1. The defective mother does not plan to have a child, probably experi- 
ences its presence as an unnecessary annoyance, does not possess 
adequate knowledge of or receive guidance in child care, and is 
probably more concerned with her own than the child’s needs. In 
other words, the defective mother is not adequately aware of or set 
to respond to the child. 

2. Possessed of a negative or indifferent attitude toward her child, the 
mother would not be expected spontaneously to fondle, caress, or 
“play with” her child. The tension-reducing, hence gratifying, 
effects of mothering would only infrequently, if ever, be experi- 
enced by the infant. From the standpoint of the mother such re- 
sponsiveness to the child does not have as much reward value for 
her as other forms of activity. 

3. On those occasions when the child is distressed and cries, the de- 
fective mother probably does not respond promptly or with any 
appreciable degree of reassuring responsiveness. It is also likely that 

® In these articles the etiological composition of the groups was not reported. Subsequent 
checking of the cases revealed that approximately 80 percent of the cases had been diag- 
nosed as in the garden-variety category. 
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the mothers haniling of the child on such occasion is inconsistent; 
she responds at one time in a perfunctory manner, at another with 
some attempt at reassurance, and at others in an abrupt, aggressive, 
‘‘punishing” fashion. One might speculate about the number of times 
that the child s crying is not responded to at all because of the 
mother s absence or neglect. The amount of time during the day 
that the child receives no external stimulation is probably consid- 
erable. 

4. In the case of feeding, the mother’s intellectual limitations and 
behavioral pattern interfere with adherence to a schedule or making 
correct judgments about when the baby is hungry. The manner 
in which the baby is held, the amount of time he is allowed to 
suck, and the encouragement he receives are problems the im- 
portance of which the defective mother is unaware. 

5. Since defective families are larger than families in the general 
population, the amount of attention which the infant receives is 
automatically reduced. It is also probable that in many such families 
its care is frequently entrusted to another sibling or siblings whose 
behavior toward the child would be expected to be even less adequate 
and consistent than that of the mother. In such a situation the 
child’s learning of discriminatory responses to his environment is 
made more difficult. 

6. The defective mother probably does not take pride in or encourage 
the child’s initial attempts at verbalization or locomotion. One 
would not expect that she would reinforce the child’s responsive- 
ness by a display of enthusiasm or increased attention. In fact, the 
child’s increasing powers of locomotion add responsibilities to the 
mother to which she probably reacts in a punishing and inconsistent 
manner. Activity which is neither punished nor rewarded at one 
time may result in physical punishment at another time. The child’s 
responsiveness to people and objects is punished at a time when 
satisfying compensatory activities are beyond its powers. 

7. Unlike children of normal parents, the offspring of defective par- 
ents do not enjoy the stimulation of toys, picture books, games, 
puzzles, building and alphabet blocks, etc. Whereas these cultural 
materials are used by many parents to encourage the acquisition of 
correct discriminatory responses— rewarding the correct response by 
enthusiasm and exclamation and extinguishing the incorrect one 
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by silence or facial expression — ^the child of defective parents does 

not encounter these learning situations. 

If the above statements prove to be correct, it may be assumed that 
an infant reared in such a cultural setting would be unlikely to receive 
the degree and kind of maternal contact and stimulation, gratification 
and reduction of needs and tensions, consistency of parental response, 
and reinforcement of responsiveness to people and objects which have 
been found to be conducive for acquiring the patterns of response 
which are valued in other strata of society. It would not be expected 
that such a child would learn to want to inhibit impulses as a means 
of gaining parental affection, tolerate frustration of drives without 
arousal of undue aggression or anxiety, derive satisfaction from inter- 
personal relationships, acquire a questioning attitude toward ongoing 
activities, and acquire attitudes toward self and others which make for 
responsiveness to and not avoidance of new situations. It would be 
expected that in the behavioral pattern of the child reared in a “de- 
fective” setting, delayed or reflective thinking and sustained interest in 
activities or problems in which prompt reward is not forthcoming 
would be characteristics distinguished by their weakness. In short, 
whatever processes are subsumed under intellectual functioning would 
be seriously affected. 

When one views the garden-variety defective in light of studies in 
child psychology, it becomes clear why the “ego formation” of such 
individuals cannot be understood without taking account of cultural 
factors. As Sherif and Cantril { 271 , p. 156) point out on the basis of 
their review of the literature; “The more we study, the more we find 
that the ego (the self) consists mainly of those attitudes formed during 
the course of genetic development: attitudes related to one’s body, 
parents, family, school, profession, property, class, and the like. As atti- 
tudes are formed (learned) in the course of genetic development, the 
ego is formed. . . . Both the components of the developing ego and 
the speed of its development will vary in terms of the limitations of 
the physical surroundings: the kind of treatment (care, resistances, and 
encouragements) received from adults, opportunities for language de- 
velopment, contact with cultural products, symbols, norms, associations 
with age mates, and so on.” The importance of these cultural and 
personal influences for the growing child may be gauged by the fact 
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that his rate of development is very often evaluated on the basis of his 
reactions to people and objects. The following descriptions of behavioral 
norms are taken from Gesell and Ilg (100, p. 335) : 

*‘At 4 weel(s of age, the baby’s face is generally passive. By 8 wee\s it 
breaks into a spontaneous social smile at the sight of another person’s face. 
. , . By 2^ wee\s he already reacts differently to a stranger’s face. 

. . In the period from 1 to 2 years there is an increasing amount of social 
reference. Although the infant-child is capable of long stretches of self- 
absorbed activity, he is also given to numerous social advances. . . . He ex- 
tends a toy to a person; he holds out his arm for the sleeve; he says “ta-ta”; 
he hands the empty cereal dish to his mother. ... By all these tokens and 
devices, he builds up a vast body of specific perceptual experience which 
ultimately enables him to draw the momentous conclusion that there are 
other persons in the world more or less like himself.” 

It should be noted that the responses which are expected of the 
growing infant presuppose that his experiences with people and objects 
have been of a certain degree and kind. The face of the eight-week 
infant does not break into a “spontaneous social smile” regardless of 
the nature of previous parent-child relationships. Whether the child 
between one and two years “extends a toy to a person” is a function of 
experiences with toys as well as people. Whether a child utters certain 
vocalizations in certain situations is a function of how and when these 
vocalizations have been rewarded by other people in the past. In other 
words, the behavioral pattern of the growing infant is a function of the 
degree and kind of stimulation and responsiveness provided by his 
cultural milieu. The importance of this conclusion for the understand- 
ing of the development and behavior of the garden-variety defective 
docs not need to be labored. What needs emphasis is the fact that the 
culture of the garden-variety defective has not as yet been studied and 
analyzed in a systematic manner. 

It may be profitable at this point to consider the implications of the 
mle of biogenic needs (hunger, thirst, etc.) in children in understand- 
mg the garden-variety defective. Sherif s survey (270) of the literature 
m tms area indicates that the earliest discrimination responses of the 
^dd are togely directed to people and objects that satisfy his needs. 

or example, children 3 to 5 years of age usually do not perceive or 
atten to t e finer details in abstract patterns or notice irregularities in 
geometrical forms {W). As Sherif pointed out, however, young chil- 
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dren, when properly motivated, are able to perceive very fine differences. 
Munn and Stiening (2J5) demonstrated that a 15-month-old child 
could discriminate between geometric designs, using candy as the 
reward for the correct discrimination. Their apparatus 

. . consisted of a box with two doors of equal size which were hinged at 
the top so that the child, by means of a small knob, could raise either of 
them. The configurations to be discriminated appeared on these doors. When 
the child raised the correct door he was rewarded by finding a piece of 
chocolate immediately behind it. If he made an incorrect response he was 
prevented from obtaining any chocolate until the next trial. This delay 
acted, in a sense, as a punishing factor. It was possible to change the back- 
ground upon which a form appeared without in any way changing the 
form itself. One could also make any changes in the form without changing 
the background upon which it appeared.'* 

The child was able to make the correct discrimination when the figure 
on the door containing the candy was rotated 45 degrees, when the 
background was changed, and when the “incorrect" door contained a 
different design. Gellerman (97) also demonstrated, using hunger as 
drive and food as reward, that very young children can learn to make 
relatively fine form discriminations. The significance of these studies 
is reflected in Sherif’s conclusion (279, p. 55), “A comparison of these 
results with those obtained in studies in which no reward related to a 
biogenic need was given suggests vividly the primacy of biogenic needs 
in regulating the behavior of young children and their importance in 
the learning process” (italics mine). 

The above findings and conclusions raise the following question: If 
the primary or biogenic needs of the young child are inadequately or 
inconsistently satisfied over a period of time, in what way is the learn- 
ing process, its rate and content, affected.^ What effect does such 
deprivation of the needs of the infant have on his learning to make 
discriminatory responses to people and objects, acquiring language, 
and forming attitudes toward self and others.? A partial answer to this 
question has already been given in the discussion of institutionally 
reared children. There it was seen that the conditions necessary for 
learning “normal” patterns of response were not present/ The objects 

The ward normal is put in quotation marks to emphasize that it is being used in a 
relative sense. By normal is meant those patterns o£ response which are considered charac- 
teristic of the children on whom our present developmental scales have been standardized. 
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and persons which ordinarily have stimulus and reward value for the 
child, thereby serving as an aid in acquiring discriminatory responses, 
were conspicuously absent. Although the physical equipment to acquire 
normal patterns of response was present, environmental conditions 
extinguished rather than reinforced such tendencies. 

When one compares the experiences of the infant in the defective 
setting with the deprivations encountered by the institutional child, 
some similarities seem apparent. In both cases there is little environ- 
mental stimulation and encouragement, inconsistent patterns of han- 
dling, and exacerbation of bodily tensions. In both instances responsive- 
ness receives little reward and people and objects possess no consistent 
stimulus value. In both settings the patterns of response acquired during 
infancy interfere with rather than facilitate the development of those 
intellectual and social skills which other cultural settings value so 
highly. 1/2 their own cultural settings the behavioral pattern of these 
children is not unusual. It is only when they are judged by the value 
standards of other cultural settings—when they are forced to adjust to 
situations, i.e., school, in which they lack interest and the necessary 
social and intellectual skills— that their functioning is “inadequate.” 
Just as it is unfair as well as unrevealing to judge the African native 
by the standards of any western culture, it seems equally pointless to 
compare the child reared by defective parents with one whose parents 
are not defective. That children of defective parents will obtain lower 
intelligence quotients than children of normal parents goes without 
saying. To attribute differences in test scores to differences between 
parents is to make the implicit assumption that cultural setting is a 
variable of little or no significance, an assumption which runs counter 
to current theories of behavior and research findings. To compare the 
test scores of normal and garden-variety defectives is to overlook the 
fact that the conditions of or opportunities for learning are by no 
means comparable. Until the relation between the behavior and the 
cultural setting of the garden-variety defective is more intensively 
studied from a psychoanthropological point of view, dogmatic state- 
ments about the etiology of garden-variety deficiency are not warranted. 

A concluding note: If the researcher is to study garden-variety de- 
fectives in terms of their own cultural setting, he must be careful to 
prevent his own values and biases, acquired in his own particular cul- 
tural setting, from distorting or coloring his observations and inter- 
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pretations. The following quotation from Herskovits states the 
importance of this point very clearly: 

“The very definition of what is normal or abnormal is relative to the cul- 
tural frame of reference. As an example of this, we may take the phenomenon 
of possession as found among African and New World Negroes. The su- 
preme expression of their religious experience, possession, is a psychological 
state wherein a displacement of personality occurs when the god ‘comes to 
the head’ of the worshiper. The individual thereupon is held to be the deity 
himself. He often exhibits a complete transformation in his personality; 
facial expression, motor behavior, voice, physical strength, and the character 
of his utterances are stardingly different from what they are when he is 
‘himself.’ 

“This phenomenon has been described in pathological terms by many 
students whose approach is non-anthropological, because of its surface re- 
semblance to cases in the records of medical practitioners, psychological 
clinicians, psychiatrists, and others. The hysteria-like trances, where persons, 
their eyes tightly closed, move about excitedly and presumably without pur- 
pose or design, or roll on the ground, muttering meaningless syllables, or go 
into a state where their bodies achieve complete rigidity, are not difiScult to 
equate with the neurotic and even psychotic manifestations of abnormality 
found in Euroamerican society. 

“Yet when we look beneath behavior to meaning, and place such appar- 
endy random acts in their cultural frame of reference, such conclusions be- 
come untenable. For relative to the setting in which these possession experi- 
ences occur, they are not to be regarded as abnormal at all, much less psycho- 
pathological. They are culturally patterned, and often induced by learning 
and discipline. The dancing or other act of the possessed persons are so 
stylized that one who knows this religion can identify the god possessing a 
devotee by the behavior of the individual possessed. Furthermore, the posses- 
sion experience does not seem to be confined to emotionally unstable persons. 
Those who ‘get the god’ run the gamut of personality types found in the 
group. Observation of persons in New World Negro groups who are inter- 
ested in this religion and frequent the cults, yet who, in the idiom of wor- 
ship ‘have nothing in the head’ and thus never experience possession, seems 
to show that they are far less adjusted than those who do get possessed. 
Finally, the nature of the possession experience in these Negro cultures is 
so disciplined that it may only come to a given devotee under particular 
and seemingly arbitrary circumstances. In West Africa and Brazil the gods 
come only to those who have been designated in advance by the priest of 
their group, who lays his hands on their heads. In Haiti, for an initiate not 
a member of the family group giving a rite to become possessed at a cere- 



164 PSYCHOLOGICAL PROBLEMS IN MENTAL DEFICIENCY 

mony, is considered extremely ‘bad form’ socially and a sign of spiritual 
weakness, for this is taken as evidence that the god has not been properly 
propitiated, and is therefore not under the control of his worshiper, 

“The terminology of psychopathology has been readily applied to these 
states of possession. Such designations as hysteria, autohypnosis, compulsion, 
have come to rest easily on the tongue. Employed solely as descriptive terms, 
their use in technical analysis of the possession phenomenon may be of some 
utility. But the connotation they carry of psychic instability, emotional im- 
balance, departure from normality recommends the use of other words that 
do not invite such a distortion of cultural reality. For in these Negro socie- 
ties the interpretation given behavior under possession — the meaning this 
experience holds for the people — ^falls entirely in the realm of understand- 
able, predictable, normal behavior. This behavior is known and recognized 
by all members as something which may come to any one of them, and is to 
be welcomed not only for the psychological security that derives from assur- 
ances of oneness with the powers of the universe it affords, but also for the 
status, economic gain, aesthetic expression, and emotional release it vouch- 
safes the devotee.”® 

s From M. J. Hcrskovits. Man and his tvor\s. Alfred A. Knopf, Inc., 1948. By permis- 
sion of the publisher. 



Chapter 7 

CEREBRAL PALSY 


Cerebral palsy may be defined as a “motor defect present or appearing 
soon after birth and dependent on pathologic abnormalities in the 
brain” (328 ) . Motor defects which are due to lesions in the spinal cord, 
peripheral nerves, or muscles are not included in this grouping. The 
cerebral palsies may be subdivided as follows: 

1. Monoplegia — ^paralysis of a single limb. 

2. Hemiplegia— paralysis of one side of the body. 

3. Triplegia — ^paralysis of three limbs. 

4. Diplegia — ^paralysis of both arms and legs with equal involve- 
ment of opposing pairs, the paralysis being most marked in 
the legs. 

5. Quadriplegia — ^in contrast to the diplegias all four extremities 
are involved in a more irregular fashion with equal or greater 
spasticity (constant muscular contraction) in the arms. 

6. Paraplegia — ^in its pure form only the lower extremities are 
involved. 

7. Cerebellar ataxia — ^impairment of the maintenance and regula- 
tion of postural activity which is complicated by voluntary ef- 
forts at correction. 

The gross motor defects found in these cases point unmistakably to 
brain disturbances involving either the pyramidal or extrapyramidal 
systems or the cerebellum. Where spasticity is an outstanding feature, 
pyramidal involvement is most likely. Lesions occurring in the ex- 
trapyramidal tract or basal ganglia sometimes result in athetosis, a 
condition characterized by slow, wormlike, purposeless movements 
which are exaggerated by voluntary action. “Many cases show such 
diffuse lesions that they cannot be said to fall either entirely within 
or entirely outside the pyramidal tract. These diffuse cases are by far 
in the majority and there are very few which can definitely be described 
as pure spasticity or pure athetosis” (76^ p. 33). 



166 


PSYCHOLOGICAL PROBLEMS IN MENTAL DEFICIENCY 


The Incidence of Mental Deficiency Among the Cerebral Palsied 

Estimates of the incidence of mental deficiency among the cerebral 
palsied have varied rather widely. Little, whose classical work in 1863 
stimulated interest in this area, reported that only 11 out of 63 cases 
suffered intellectual defect ( 300 , p. 29). In a study of 50 cases Smith 
(277) found 22 percent normal, 16 percent morons, 40 percent imbeciles, 
and 22 percent idiots. Schroeder ( 268 ) reported that 66 percent of 146 
children classified as cerebral palsied were mentally retarded. Ford ( 84 , 
pp. 197, 205) states that in the diplegias “some degree of mental defect 
is usually present” and that in the hemiplegias “there is more or less 
mental deficiency.” Meintire ( 202 ) reported that 26 percent of his series 
of 143 cases were mentally defective. 

One reason for the diverse findings regarding the incidence of mental 
deficiency among cerebral palsy cases lies in the difficulty of adminis- 
tering standardized psychological tests to patients with marked motor 
disability, particularly when speech defects are present. In many cases 
the psychological examination cannot be conducted in the rigid fashion 
described in the manuals accompanying standardized tests. Data ob- 
tained by following the manuals are likely to reflect the degree of 
physical handicap rather than the individual’s mental capabilities. How- 
ever, the unfeasibility of adhering to procedures standardized on nor mal 
individuals is not obviated by relying on impressions and unsystematic 
observations as a basis for evaluation. What appears as “alertness” or 
“profound defect” to one examiner may not be so considered by another. 
For example, in a preliminary study of five cerebral palsy cases 
^rd ( 189 ) found that “one case only was unanimously diagnosed as an 
idiot. In the 4 remaining cases, the opinions of physicians, neurologists, 
psychologists, and parents varied from defective to normal. In one case 
there was a range from idiot to possibly above average; in another 
case there was a difference of opinion among the psychologists.” Most 
studies of the cerebral palsied have either adhered to procedures which 
are standard for normals or rehed on subjective estimates the reli- 
ability of which is unknown. 

If it is difficult to evaluate the mental functioning of the cerebral 
palsied, it is even more of a problem to determine the extent to which 
personal and social isolation due to the severe motor defect existing 
from birth has affected intellectual growth. It is extremely difficult to 
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separate behavior which is the direct result o£ brain injury from that 
due to development in the absence of locomotor and exploratory activ^ 
ity. Doll, Phelps, and Melcher have stated the problem clearly (76, 
p.251): 

“The development of intelligence cannot be successfully evaluated except 
in terms of its expression through speech and movement. A theoretical prob- 
lem of the utmost importance is the extent to which handicaps of movements 
and speech may or may not hinder the growth of intelligence as a capacity,, 
independently of its expressions. Assuming an underlying neuro-physiologi- 
cal basis for intelligence, it is important to know whether expressive activi- 
ties increase in number, variety and complexity from physical improvement, 
or whether the neuro-physiological development makes progress in these 
regards inevitable (i.e., which is cause and which efiEect). If the social expres- 
sion of an underlying physiological capacity is restrained by the difficulties 
of movement, then the removal of motor difl&culties may be expected to be 
followed by a rapid increase in expressive intelligence, whereas if there is 
no such relationship, then rapid mental mcrease should not be expected with 
improvement in motor facility.” 

Despite the importance of this problem for a theory of intellectual 
growth, It will be seen later that the systematic research necessary for 
answering the question has yet to be done. Until this is done, the 
clinician cannot be too sure of the distinction he makes between capacity 
and functioning in the cerebral palsied child. If studies of institutional 
children who have no structural defects can be used as a guide, diminu- 
tion in the opportunities for motor and exploratory activity can be 
expected to affect the rate of intellectual growth (see p. 139). 

Another reason for the diverse findings regarding the incidence of 
mental deficiency among the cerebral palsied is that most studies have 
been limited to rather highly selected samples of cases. Schroeder, for 
example, obtained his cases from a larger sample of children who had 
been referred to a clinic for various behavior difficulties. Cases taken 
from such a sample cannot be considered representative of cerebral 
palsy cases in general Smith’s sample was heavily weighted with, 
children under three years of age. Ford’s estimates were based largely 
on observations of very young infants. Mclntire’s findings must be 
given most weight because his study appears free of sampling errors 
and his psychological evaluations were based on a pretest familiariza- 
tion period, flexible test procedures, and supplemental interviews with 
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people knowing the patient well. Mention should be made of the fact 
that his statement of psychological procedure is more detailed than 
those to be found in the studies previously cited. As part of a cerebral 
palsy project initiated by the New Jersey State Crippled Children’s 
Commission, Mclntire studied 146 of the first 161 individuals seen in 
the survey. The 15 excluded cases were eliminated because of a ques- 
tionable medical diagnosis or a too incomplete case history. The cases 
came from fifteen different clinics in the state. The educational achieve- 
ment and occupational status of the parents were found to be repre- 
sentative of families in the state, a finding subsequently confirmed with 
a larger sample of cases (222). The median age of the subjects was 
10.7 years. Of 121 subjects of school age, 3 were scholastically advanced 
for their age, 18 were in the expected grade, and 100 were one or more 
grades retarded. The large incidence of academic retardation “is par- 
tially explainable, in that 24 of the subjects have never had any school 
opportunity because of the severity of their physical and/or mental 
handicaps. Also those who attended school entered late. The average 
subject was past his sixth birthday upon entering, while 25 percent 
were eight years or older before beginning school.” Fifty-seven percent 
of the subjects had speech defects and 5 percent had no speech at all 
Cases were subdivided as follows: monoplegias, 1 percent of all cases; 
hemiplegias, 16 percent; triplegias, 10 percent; diplegias, 14 percent; 
quadriplegias, 57 percent; not reported, 2 percent. Mclntire’s handling 
of the formal examination is given in the following: 

“The first consideration in the selection of tests was the extent and degree 
of the child s physical handicap. In view of the wide variation in the nature 
of the subject’s physical handicaps, as well as age and other factors, no 
attempt was made to use a set selection of tests. In a number of cases, the 
physical handicap was so mild or so distributed as to exercise no influence 
on the selection of tests. In a few cases the physical handicap was so severe 
and general that only tests requiring a minimum of motor response were 
found applicable. In general, tests requiring a verbal response, such as the 
majority of those found in the Stanford Revision of the Binet, were found 
^st usable. In each case the range of mental functioning was established. 
The method of limits was employed, fixing the maximum and minimum of 
r^ponse and from this estimating the individual’s mental capacity. From 
this, with impressions gained from the qualitative aspects of his response, 
and from the written and oral reports of his mental functioning, the diag- 
nosis was made” (202). ^ 
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Mclntire was able to evaluate the functioning of all but 3 cases who 
were excluded because “the results were so meager or so conflicting that 
a diagnosis could not be made.” The remaining 143 cases were classified 
as follows: 


Gifted intelligence 

None 

Superior intelligence 

7% 

High average intelligence 

12% 

Average intelligence 

29% 

Dull normal intelligence 

13% 

Borderline 

8% 

Mentally defective 

18% 


When the borderline cases are included with the mentally defective 
the incidence is still lower than most previously published estimates. 
On the basis of these findings one may conclude that the majority of 
cerebral palsy cases are not defective.^ When the defective group (in- 
cluding the borderline cases) was considered separately, 29 percent fell 
in the borderline classification, 27 percent in the moron, 22 percent in 
the imbecile, and 21 percent in the idiot. In institutions for the mentally 
defective the cerebral palsied represent approximately 6 to 8 percent 
of the population, with the diplegias the largest clinical group (2J3, 
329 ) . Approximately four-fifths of these institutionalized cases fall into 
the idiot and imbecile classifications. 

Psychological Studies 

From the time of Little’s original work {188) in 1863 until the third 
decade of the present century, research in cerebral palsy was largely 
the domain of the medical specialist. Problems of etiology and pathology 
received the greatest attention. Although the relation between brain 
damage and intellectual functioning had always been of major interest 
to many medical workers, the mental functioning of the cerebral 
palsied received scant attention. This neglect was probably due to the 
psychological “inaccessibility” of so many of the cerebral palsied as 
well as to the unquestioning faith which the clinician had in the 
validity of his powers of observation. Even with the development of 

1 Phelps (255) reported that out o£ every 100,000 births seven were o£ the cerebral 
palsied type. Of these seven, one dies in infancy, two are mentally defecdve, and the re- 
mainine: four are intellectually above the defective range. 
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Standardized psychological tests, systematic research with the cerebral 
palsied has been distinguished by its absence. 

The first published systematic and comprehensive attempt to de- 
velop psychological procedures for the evaluation of intellectual status 
and growth in the cerebral palsied was that of Lord ( 189 ) in 1930. 
From cases coming to a Muscle Training Clinic she selected 35 cases 
of diplegia and 7 of hemiplegia. For comparative purposes she also 
studied 25 cases of motor defect due to abnormalities outside the brain. 
Although Lord attempted to obtain an unselected sample of cases, this 
was not possible because cases “which seemed low-grade to the phy- 
sician” did not reach the clinic and, in addition, preference for inclusion 
in the study was given to cases who came regularly for treatment. Lord 
attempted to secure subjects at as early an age as possible. In contrast 
to her control group, most of whom were seen before two years, in the 
cerebral palsied group “no child was examined under 12 months of 
age and only 3 under 24 months.” Regarding the later age at which the 
cerebral palsied are brought for treatment, parental interviews revealed 
the rather surprising fact that in only 15 cases had the motor disability 
been noticed within a few days of birth; in 5 cases it was noticed at 
3 months, and in 10 cases between 6 and 12 months. Of the 31 diplegias 
for whom data are presented, 12 were seen for one examination, 7 for 
two, 9 for three, 2 for four, and 1 for six examinations. The minimum 
interval between examinations was six months. 

One part of the examination consisted of tests of balance, locomotion, 
manipulation, and vocalization. In the other part, the **mental test 
situations,” the child’s adjustment to strange and familiar people, 
sounds, and objects was noted. These situations were devised so that 
the severely crippled child could respond with a minimum of activity. 
Facial expressions and visual fixation to people, objects, and situations 
were the kinds of responses which were elicited and evaluated. Table 14 
lists examples of the mental test situations. In both parts of the examina- 
tion each type of test situation was put into a developmental series and 
the highest credit in each series was taken as the index of the child’s 
mental level. The credit or age value assigned to each test situation was 
based largely on Lord’s cHnical experience and the reported work of 
others. 

A companson of the intelligence quotients of the two groups re- 
vealed that 19 of the 35 diplegias had quotients below 70, whereas only 
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Table 14. Examples of Test Situations Used by Lord for Testing 
Cerebral Palsy Cases 


Test Situation 


Response® 


Report in regard to response to “no-no.” 

Examiner winks eye, shakes head. 

Child held before mirror in which are 
reflected self and examiner. Move 
away from mirror so that child must 
turn to keep image in view. 

“Animal Book” placed on table. Exam- 
iner slowly turns pages, noting dif- 
ference in fixation to blank and col- 
ored page, taps page to gain fixation. 
Examiner names cat, dog, cow, etc. 

“Book of children’s activities.” Exam- 
iner names a few details in pictures. 
Says on two appropriate occasions, 
“Where’s the little boy eating din- 
ner?” If child does not correctly 
fixate, Examiner points to picture 
and goes through book again. 


“No-no” (or tone) inhibits child’s ac- 
tivity (12). 

Child imitates simple motions (15). 

Child gives transient fixation to mirror 
image (4). Fixates on image and 
turns head to keep it in sight (5). 
Smiles (6). 

Child indicates by fixation preference 
for colored page (5). Makes animal 
sounds indiscriminately (18). Child 
looks at, points, pats, or names either 
dog or cat correctly more than once 
( 21 ). 

Child looks steadily at page, shifts fix- 
ation promptly as Examiner points 
and names details (18). Look at 
“children eating dinner” (24). 


® Numbers m parentheses refer to the age placement (in months) of the item. 


5 o£ the 25 control cases had such low scores. In the diplegic group there 
were cases who obtained very high ratings but with relatively advanced 
motor control^ and several cases who showed normal mental develop- 
ment up to a certain point but thereafter showed no progress at all. 
Lord also found that the locus of the brain injury, based on neuro- 
logical findings, was not predictive of test rating. “In the group of 35 
cases with cerebral lesion involving both hemispheres the mental status 
of 16 cases approximated their chronological age. On the other hand, 
in the remaining 19 cases showing evidence of mental defect 10 had 
the differential diagnosis of sub-cortical lesion. One child who showed 
no evidence of injury to the motor system at 19 months has the ex- 
tremely low mental quotient of an idiot; whereas several children with 
bilateral [motor defect] involving the speech mechanism gave indica- 
tion of mental superiority.’" 

In evaluating Lord’s pioneer study consideration must first be given 
to the reliability of her test procedures. One way of determining relia- 
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bility is to compare the scores the subjects achieved on their first and 
final examinations. If there are marked discrepancies between the two 
scores, it would indicate that the test was not a dependable yardstick 
of whatever it purported to measure and could not be relied upon for 
predictive purposes. Although Lord did not compute the necessary 
statistics, the data necessary for their computation are available in 
Tables 2 and 3 in her monograph. When both of her groups are com- 
bined, there are 34 cases who were given at least two examinations. 
The rank difference correlation between the first and final examina- 
tions is .62, which cannot be considered high enough for predictive 
purposes. Within the diplegic and comparison group there were some 
large changes in test score. In the diplegic group there were 4 cases 
whose quotients decreased by 12 or more points, and in 4 cases the 
quotients increased by at least 20 points. In the control group there 
were 5 cases whose quotients decreased by at least 10 points and 7 
cases whose quotients increased by at least 13 points. The relative 
unreliability of Lord’s procedures is probably due in part to the lack 
of standardization of her test situations and to the age range of her 
group. Since there is abundant evidence { 21 , 118 , 195 ) from the study 
of normal children that the predictive value of infant and preschool 
tests is low, the difficulties encountered in testing the cerebral palsied 
make predictions of their future status even more hazardous. That Lord 
was aware of these pitfalls is seen in her statement that “we are not 
propped to say that the children who have a low developmental 
quotient will maintain a consistent rate.” It is somewhat surprising to 
find a subsequent statement by her that “it is my impression that a low 
rating is indicative of an intellectual defect. . . .” 

It is interesting to note that although “low-grade” cases were not 
referred to the chnic for treatment, 5 of the cerebral palsied group had 
quouents varying from 13 to 38. This indicates either that the referring 
physiaan or Lord was in error. That the latter’s estimates are to be 
given more weight h su^ested by the fact that in 3 of the 4 cases where 
there were reexaminations little change in test score was found It 
would be expected that the unreHability of subjective judgments would 
greater than those based on well-defined, systematic procedures, even 
though the latter may not be as precise as one would like. Since cases 
of very severe mental defect cannot be expected to respond to muscle- 
trainmg treatment, it is of more than academic interest to have a vahd 
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yardstick of intellectual development which can be used in formulating 
a treatment program? 

At the same time that Lord was studying young cerebral palsied 
children, Doll, Phelps, and Melcher (76) were conducting a similar 
study at the Vineland Training School. While Lord's subjects were 
not chosen because of a particular etiological factor, Doll, Phelps, and 
Melcher restricted their study to cerebral palsy cases due to birth injury 
which includes “those influences which are immediately traceable to 
the entire process of birth, regardless of their relation in point of time 
to the actual period of labor." Among their 12 subjects the physical 
conditions ranged from a very severe quadriplegia to no evidence of 
motor lesion. In contrast to Lord's study the subjects ranged in chrono- 
logical age from 7 to 39 years; two of them were below 10 years, five 
were between 11 and 18, and the remainder were 22 or over. 

In choosing a battery of intelligence tests to apply to their subjects 
Doll and his colleagues selected tests which had been widely and suc- 
cessfully used with both normal and defective children, which would 
allow a wide range of test performance, and which might bring out 
special abilities and disabilities. The tests chosen were the Stanford- 
Binet (1916), the Myers Mental Measure, the Goodenough Drawing 
Test, the Healy Picture Completion Test II, the Porteus Mazes, the 
Witmer Form Board, the Ohio Literacy Test, and Morgan's Mental 
Test. Before any testing was attempted the examiner established a 
personal relation with each patient and in those cases where there was 
a speech defect familiarized himself with the patient's articulatory 
peculiarities. That the authors were aware of both the dangers and 
advantages of utilizing test data is revealed in their statement (76, 
p. 82) : “The fact that a test does not measure the same thing when 
applied to these children as when applied to physically normal children 
•does not necessarily invalidate it as a test. Obviously the response cannot 
be compared with that of a normal child in estimating general intelli- 
gence, but the test may be repeated and the performance compared with 
previous performances of the same individual as a check of the growth 

2 As Stxother { 288 ) has pointed out, “The parent, the doctor or the teacher is interested 
in knowing the child’s intelligence not to satisfy idle curiosity but to help them determine 
what to do for the child. The specific questions they have in mind are questions such as: 
Is the child able to profit from surgery or physiotherapy? Can he be taught to talk? Can he 
profit from educauon? Is he ready to enter school? Will he be able to get along in a regular 
classroom? Can he learn to read? What special materials or methods of instruction does 
lie need?” 
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o£ that individual in capacity to succeed in that test. If the test is capable 
of indicating improvement, or if it differentiates between the ability of 
two physically handicapped children it may be valuable even though 
it may not be useful for comparison with the normal.” 

As a result of their analysis of test results the authors concluded that 
the Binet was the only test which gave a wide distribution of scores 
and on which all subjects, except one whose condition made testing of 
no value, were able to obtain a definite numerical score. On every other 
test there were always at least three subjects who could not achieve a 
minimum score or to whom the tests were not applicable. The diflSculty 
in administering standardized tests to these cases is well illustrated in 
the following (76, p. 174) : 

'‘(Case 3) It was possible to use the standard tests in some instances, 

though they were considered as qualitative symptoms of genetic develop- 
ment rather than as quantitative measures of native ability. The Binet exam- 
ination showed a mental age of 4.0 years, I.Q. 29. The tests were slightly 
altered in some instances to allow for the child's obvious disabilities. Gestures 
were accepted in the definitions according to use in Year V, and commissions 
were given within his reach from the chair in which he sat. He was given a 
doubtful plus on the comprehension of Year VI, since his gestures indicated 
that he understood the questions and the correct responses. 

. , He certainly understood all directions in the V-year Binet. At the 
Vl-year level he did not appear to comprehend the requirements in num- 
ber questions, nor, in fact, in this type of question at a lower level, but he 
persistently attempted response to the comprehension questions. He was suc- 
cessful in showing the motion of putting on a coat to the question, ‘What 
must you do if it is raining when you start to schooLf^' At the same time he 
articulated two syllables, which the examiner understood to mean ‘rain-coat.^ 
In Year VII the poor quality of his response and the apparent lack of inter- 
est as contrasted with a more positive emotional reaction to questions on the 
lower level suggested that he did not comprehend the questions. He under- 
stood the prepositions ‘in,' ‘under,’ and ‘behind.’ He did not distinguish ‘on,’ 
‘beside,* or ‘at.’ The general level of his language comprehension in vocabu- 
lary and sentence structure was estimated at 4 to 5 years. 

In Table 15 the gross results from the Stanford-Binet are presented. 
It will be seen that 4 cases had quotients above 82 and that the rest fell 
below that point. The fact that the average I.Q. of the subjects below 
15 years of age was 51 whereas the mean for those above 15 was 79 
was considered by the authors as evidence for the belief that the mental 
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Table 15. Gross Results from Stanford-Binet (1916) Examinations of 
11 Birth-Injmed Subjects Studied by Doll, et ah (76) 


Chronological Age 

Mental Age 

I.Q. 

7.1 

3.0 

42 

8.9 

73 

82 

11.1 

5.7 

51 

12.3 

6.0 

49 

13.7 

4.3 

31 

15.3 

10.3 

74 

18.9 

13.1 

94 

22.2 

9.4 

67 

23.9 

8.2 

59 

33.6 

12.7 

91 

39.7 

12.6 

90 


development of such subjects “may continue to a later age than is the 
case with ordinary feeble-minded subjects and with average normal 
subjects.” The authors presented further evidence for the concept of 
“delayed development” in their analysis of the mental growth curves 
of 8 of their subjects who had been in the institution for more than 
one year and had at least three Binet examinations. In a majority of 
these cases there was a noticeable tendency for mental age growth to 
continue over a longer period of time than the 14 years “which is gen- 
erally assumed to be the limit of development for both normal and 
retarded individuals.” The appearance of these cases in such a small 
sample was considered significant in the light of the finding (76, p. 190) 
that only 5 percent of institutionalized defectives showed such increase. 
The authors discounted the possibility that these increases were due to 
practice effects. They pointed out that even if their subjects profited 
more from practice than the ordinary feeble-minded group, “then that 
ability in itself must distinguish these individuals from the ordinary 
feeble-minded subject.” 

In evaluating this study one might begin by asking why all of the 
subjects were diagnosed as mentally defective. It will be remembered 
that 4 of the cases had intelligence quotients above 82, 3 of them being 
above 90. In one place the authors state that their diagnoses were based 
on “complete case studies, rather than on intelligence level alone,” and 
in another place they say that “we are not entirely sure that all of our 
birth-injured subjects are really feeble-minded.” Since the criterion of 
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social competency was not discussed and could not be fairly applied 
to such subjects^ it is not clear what criteria other than test score were 
used in labeling the entire group defective. 

One of the most interesting findings in this study concerns the 
concept of delayed development. If the validity of this finding should 
be confirmed in studies with larger numbers of cases, it would mean 
that the clinician working with the younger cerebral palsied would 
have to exercise caution in predicting the course of a patient’s in- 
tellectual development. From a theoretical standpoint it would be of 
significance to determine why some cases show this delayed develop- 
ment and others do not. The unpredictable relation between the focus 
of the brain lesion and the intellectual level indicates that anatomical 
factors may not be sufficient to explain the differences in the rate of 
intellectual growth. When one considers the possible effects of the 
presence of a cerebral palsied child on family structure and relation- 
ships, the influence of these factors cannot be disregarded. Not all 
parents react to the cerebral palsied child in an accepting, warm, con- 
sistently affectionate manner. The effects of such a child on the emo- 
tional stability of the parents are considerable, as Lord noted in her 
study. It seems reasonable to assume that parents of the cerebral palsied 
child react more realistically and less emotionally to his limitations and 
deformities when he is older than when he is younger. The number of 
parents who never “accept” their child is probably considerable. It is 
interesting to note that the children displaying* delayed development in 
the Doll, Phelps, and Melcher study showed this growth after they had 
been admitted to the Vineland Training School. Although preadmis- 
sion test data were not available, one might speculate about possible 
differences in the handling of the child at home and at Vineland and 
their differential effects on rate of development. The very high standard 
of care and individualized training for which Vineland is noted may 
well have been a factor in the delayed development of some of these 
children. 

Another study which attempted to ascertain the diagnostic value of 
psychological tests with cerebral palsied cases was that of Sarason and 
Sarason { 261 ), Their subjects were 18 defective institutionalized chil- 
dren ranging in age from 12 to 30 years. The 18 cases were distributed 
as follows: 5 spastic paraplegias, 8 hemiplegias, 4 diplegias, and 1 
cerebellar ataxia. In only two cases was a speech defect present but in 
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neither was there a testing problem. Each case was given the Stanford- 
Binet (1937 L), Arthur Point Scale, the Rorschach, and an electro- 
encephalogram. The method of analysis used by the authors was that 
employed in an earlier study of garden-variety defectives (see p. 126) : 
those with Kohs M.A. 18 months above the Binet were put in one 
group; those with Kohs M.A. 18 months below the Bmet were a second 
group; and the remainder constituted the third group. As was found 
in the study of the garden-variety defectives, the 4 cases who fell in 
the Kohs-above-Binet group had little or no difSculty with the Binet 
tasks (drawing a diamond, memory for designs, and paper cutting) in 
which other investigators found that cases of cerebral pathology had 
the greatest difficulty. On the Rorschach the form level of their responses 
was adequate and showed no indication of the so-called “organic*^ 
record. The test patterning of these 4 cases was very similar to that of 
the garden-variety, Kohs-above-Binet group, where no signs of brain 
disfunction were present. There were 12 cases in the cerebral palsied 
Kohs-below-Binet group, in 9 of which the test patterns were very 
similar. 

“Not one of the nine, regardless of mental level, was able to approximate 
a correct drawing of a diamond, or achieve at least a marginal failure on 
paper cutting or memory for designs. In one case even the drawing of a 
square at the 5-year level was completely failed, and in several of the other 
cases their marginal success in the drawing of a square revealed their 
marked disability where the reproduction of form relationships was in- 
volved. Only two of these nine cases were able to complete the first Kohs 
designs and the remainder could not do any. On other Arthur sub-tests these 
cases did equally poor. In comparison to their mental level this group did 
relatively better on the vocabulary test. A comparison of these nine cases 
with the six cases in the [garden-variety'] Kohs-below-Binet group sus- 
pected of some form of cerebral pathology reveals the striking similarity of 
their Binet-Arthur test pattern.” 

The remaining 3 cases in the Kohs-below-Binet group had a more 
variable picture. Although they did not do well on the Kohs designs, 
they did not show the complete inadequacy of the other members of 
the Kohs-below-Binet group. In addition, they also succeeded in two 
of the three Binet items on which all the other members of the group 
failed. These 3 cases, in addition to the 2 whose Kohs mental age was 
neither above nor below the Binet by 18 months, had a test pattern 
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more characteristic of the unstable defective child than of one whose 
intellectual functioning is directly hindered by cerebral pathology. Like 
the unstable garden-variety defectives, and unlike the 9 cerebral palsy 
cases previously described, these 5 cases were not consistently poor in 
the visual-motor area, and the quality of their successes and failures 
suggested capacity for more efficient functioning. Their variability 
seemed to be a function more of instability than if disability. 

In contrast the remaining 9 cases in the Kohs-below-Binet group 
gave vague and irrational responses, 3 of them resorting to color naming 
and description. Their records seemed more compatible with what has 
previously been described as the organic record. In grouping their 
cases on the basis of test performance, the intellectual functioning of 
the 9 cases in the Kohs-below-Binet group was considered primarily 
due to the damaging effects of their brain lesions; in the remaining 
cases the lesions were not considered primary. These groupings were 
based solely on the test analysis, the electroencephalographic examina- 
tion being given after the groupings were made. “This procedure was 
adopted in order that the writers be uninfluenced in determining which 
cases in the Kohs-below and Kohs-equal-Binet groups had a test pattern 
more characteristic of instability than cerebral pathology. In other 
words, distinguishing between the test patterns of instability and 
cerebral pathology is made in some cases on qualitative observations 
so that dependence on and knowledge of non-psychological test data 
(such as the EEG) may hinder the clinical psychologist from giving 
a more precise basis to his conclusions.” The inclusion of some of the 
Kohs-below and Kohs-equal-Binet cases in the grouping where the 
cerebral palsy was considered secondary was made on the basis of the 
following criteria: “(a) when there was variability in the Binet items 
requiring visual-motor coordination, (b) when there was evidence of 
the ability to handle the reproduction of diagonal lines, (c) when there 
was evidence that sloppiness and impulsiveness rather than a basic 
disability were affecting visual-motor performance, and (d) when the 
form level of the Rorschach responses varied noticeably, or the in- 
dividual was obviously disturbed by the blots as a result of what 
seemed to be emotional factors.” 

Table 16 presents the EEG data. It is clear from the table that there 
is good agreement between the EEG and the test pattern. These results 
suggest that in the “primary” group the brain lesions were in the 
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Table 16. felectroencephalographic Data {26iy 



Normal EEG 

Abnormal EEG 

Cases where cerebral palsy 
is not considered primary 
Cases where cerebral palsy 

iN = 7) 

(2V = 2) 

is considered primary 

(N = 2) 

(JV = 6) 


“ One case was not available for the electroencephalographic examination. 


cortex, making interference with intellectual functioning likely, while 
m the “nonprimary’' group the subcortical areas were involved. This 
interpretation raises a question as to the etiology of the mental deficiency 
in the “nonprimary” group. An examination of the family backgrounds 
revealed that the “primary” group came largely from intellectually 
average homes, whereas most of the “nonprimary” group came from 
backgrounds usually associated with the garden-variety defective. San 
ason and Sarason concluded that “although evaluating family back- 
grounds from case history materials is hazardous, the cultural and 
intellectual subnormality of the backgrounds of those in whom cortical 
pathology is not considered primary lends weight to the suggestion 
that their retardation is on a familial basis rather than a result of 
cerebral pathology.” 

The Sarasons’ finding that marked inadequacy on visual-motor tasks 
(i.e., drawing a diamond) is associated with cortical dysfunction is 
confirmation of Lord’s observations on older cerebral palsied children 
{190). There is no satisfactory explanation why in many of these cases 
adequacy with tasks requiring visual-motor activity should be markedly 
affected. This inadequacy is even found in cases where the physical 
handicap does not interfere with test performance. Lord {190, p. 37) 
observed : 

“The dijB&culty in drawing and writing is obviously not in motor control 
but in a sensory defect that causes confusion in the reproduction of direction.. 
A child aged three years and nine months after considerable training with a 
pencil could draw a ‘flag with a cross on it’ on the basis of mental imagery^ 
but he could not imitate the drawing of a cross because he could not repro- 
duce the direction of lines. In the same way an older child could not copy 
a square or triangle, but could draw a ‘window’ and a ‘tent’ if she did not 
look at the model.” 
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The paradoxical discrepancies in performatice which Lord describes 
do not seem to be explained by assuming a sensory defect. The inade- 
quacy of such an explanation can be seen in Goldstein’s description 
of a man who suffered a brain injury from a bullet wound and who 
showed behavior similar to that described above by Lord in her 
cerebral palsy cases. 

“The patient has the task to copy different simple forms, e.g., different 
angles, composed by two small sticks. He was able to do this only if he were 
allowed to trace the lines of the angle. Then he repeated this movement. 
Without tracing, he was unable to copy the angle. He could not even copy 
the position of a single stick presented in a definite direction if it were taken 
away so that he could not trace it. When two sticks were presented in the 
form of an angle he might produce an angle but not the right one. This is 
more astonishing in that the patient could copy quickly a little house with a 
door, a chimney, built of a number of sticks after he had looked at it for 
only a short time. 

“At first sight these differences may seem totally incomprehensible. 
Further examination clarifies the situation. We have seen that the patient 
failed in the test with two sticks joined together in the form of an angle 
with the opening upward. It appears amazing at first that if we composed 
the same angle with the opening pointing down, the patient would repro- 
duce the figure very well at the initial trial. When we tried to ascertain how 
this were possible, when we asked the patient how it happened that he 
could reproduce the second figure, but not the first, he said, ‘This one has 
nothing to do with the other one,’ and ‘this is a roof.’ 

“These two replies lead us not only to an understanding of the patient’s 
behavior in these tests but also of the fundamental change undergone by him. 

“His first reply made it clear that the two objects with which he had to 
deal in these two tests were to him totally different from one another. The 
second answer showed that the angle pointing downward was apprehended 
by the patient as a concrete object of his own visual experience, and he con- 
structed a concrete thing with the two sticks. A concrete apprehension and 
concrete behavioral action were sufficient to meet the condition of this test. 
In the former test, the two sticks did not arouse in the patient an impression 
of a concrete thing. He had to conceive of the positions of two meaningless 
sticks in a meaningless connection, one with the other. He had to regard the 
sticks as mere representations, indicating directions in abstract space. 
Furthermore, he had to keep these directions in mind and re-arrange from 
memory the sticks as representatives of such abstract directions. 

“In the first test the patient needed to deal simply with a known object; in 



CEREBRAL PALSY 


181 


the second one he had to give an account to himself of relations in space, and 
act on the basis of abstract ideas. His action was not determined directly by a 
given concrete thing, but by a representative of an abstraction. 

“The disturbance of the patient, it was apparent, lay in the circumstance 
that he was unable to assume an attitude toward the abstract, but was able 
to act in a concrete way. Therefore, he was unable to perform tests the execu- 
tion of which demanded the abstract attitude. The angle, with the opening 
pointing down, did not demand it and the patient was able to execute it per- 
fecdy. For the same reason, he was unable to place a stick in a definite direc- 
tion but was well able to imitate the constructing of the little ‘house’ which 
would seem to be much more complicated.”^ 

Introspective analysis also seems to oifer support to Goldstein’s ex- 
planation rather than Lord’s. When an individual is asked to copy a 
design, he begins to verbalize relationships to himself: “This line goes 
here, that line goes there, this one is shorter than that one, etc.” In 
other words, the verbalizations refer to relationships in the stimulus 
material; that is, a conceptual process takes place. If for one reason 
or another an individual is unable to use language purposively, then 
the stimulus material cannot be translated into words on the basis of 
which a procedure adequate to the problem may be formulated. The 
stimulus material has little or no meaning in the sense of engendering 
little or no self-verbalization. However, if the nature of the stimulus 
task, because of past training or drill, minimizes the necessity of the 
self-verbalization or conceptual process, adequacy of response may be 
expected. The important point, as Goldstein has emphasized, is to 
understand the relation between the nature of the stimulus task and 
the mental set or “attitude” which it calls forth in the subject. It may 
be profitable at this point to recall the finding of Sarason and Sarason 
that the cerebral palsy cases whose mental deficiency was primarily 
due to brain injury had the greatest difficulty in visual-motor tasks 
where past training or drill was of no help but where self-verbalization 
of a procedure was necessary. The cases whose mental deficiency was 
not due to brain injury did not have such diflSculty. Bender { 30 ) also 
has noted that the designs drawn from a model by brain-injured de- 
fectives were different from those drawn by defectives with no brain 
injury but simliar to those drawn by nondefective individuals with 
aphasic disturbances. 

3 K. Goldstein, Language and language dUturhances. Grune & Stratton, 1948, p. 212. By 
permission o£ the publisher. 
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In regard to the test functioning of the cerebral palsied there does 
not appear to be a characteristic test pattern which differentiates them 
sharply from all other diagnostic or etiological groups in which brain 
abnormality is present. Some cases have inordinate difficulty with tasks 
involving visual-motor activity and others do not; some cases have a 
relatively high vocabulary relative to mental age and others do not; 
some cases show a generalized lowering in the level of intellectual 
functioning, whereas in others the defect appears to affect perform- 
ance in some tasks more than in others. However, since much of the 
psychological work with the cerebral palsied has been done with the 
pass or fail criterion, the obtained differences in test functioning may 
in some instances be more apparent than real. For example, the fact 
that one case gets a higher vocabulary score than another may on closer 
study reveal that both individuals are equally unable to utilize language 
in a conceptual manner. Without knowledge of previous conditions 
of and opportunities for learning, together with some idea of the 
individual’s conception of himself and his adequacy in various stimulus 
situations, the psychological significance of a test pattern of successes 
and failures is questionable. 

Hebb {135) has contrasted the effects of early and late brain injury 
upon test scores. His review of the literature in addition to his own 
findings led him to conclude that in cases of late brain injury (excluding 
aphasic cases) vocabulary was only slightly affected. To these adult 
cases with mental deterioration Hebb compared a series of 32 cases 
diagnosed as exogenous by Strauss at the Wayne County Training 
School. In these exogenous cases the vocabulary age was practically 
always well below the chronological age, Hebb concluded that “with 
vocabulary at least it appears that cerebral lesion may be deleterious 
at infancy and not at maturity, for such lesions at maturity do not 
affect vocabulary to a detectable degree.” Hebb was aware that his 
exogenous cases might not be representative of the birth-injured popu- 
lation because they were without gross motor handicap and all cases 
with Binet I.Q.’s below 50 were excluded. In light of the discussion in 
(3iapter 3 concerning the validity of Strauss’ diagnosis of brain injury 
(exogeneity), the representativeness of Hebb’s group is open further 
to question. 

Another source of selection error is the absence of any cerebral palsy 
eases, a crucial group because one is very sure of the presence of brain 
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abnormality and its existence from, before, or shortly after birth. Even 
if one were to exclude those cerebral palsy cases whose physical handicap 
would interfere with their Binet performance, there would remain an 
appreciable number whose tejt-score level could be considered a valid 
reflection of their capacity. It may well be that such cases, defective and 
nondefective, would not give the unequivocal results obtained from 
Hebb s exogenous group. It should be kept in mind that the low 
vocabulary level among the exogenous cases is relative to their chrono- 
logical age. When mental age is used as the reference point, it is not 
unusual to find that the vocabulary age is above the mental age. In 
the Doll, Phelps, and Melcher study 4 cases passed vocabulary at or 
above their mental age while 2 failed below their level; the remaining 
5 subjects had mental ages below eight years and their vocabulary- 
mental-age relationship could not be evaluated because the 1916 Binet 
does not give credit for vocabulary below the eight-year level. In the 
Sarason and Sarason study the majority of the cases had a vocabulary 
age at or well above their mental age. It would seem that one is war- 
ranted in concluding that in some cases of early brain injury vocabtdary 
is lively to be less depressed than other areas of functioning and thai^ 
the reverse is true for other cases. 

Cotton (56) made “a qualitative analysis of the behavior of a group 
of spastic children in several test situations so devised that the effect 
of the physical disabilities of the children might be minimized while 
at the same time making possible some indication of the subject's ability 
to apprehend and to remember relationships differing in complexity.” 
Her procedures were of four types: (1) sorting techniques similar to 
those used by Goldstein and others; (2) string pattern tests designed 
to test “acuity in spatial relationships”; (3) completion tests requiring 
generalization; and (4) a pattern-memory test. The sorting tests, which 
were the most extensive in the battery, are described as follows: 

“A group of 32 objects, 54 leather, glass and cardboard forms and two 
lists of words, in varying combinations, made up 13 sorting test situations. 
The objects included toys, foodstuffs, and articles in common use. The forms 
were circles, squares and triangles in three-, two-, and one-and-a-half-inch 
dimensions. Cardboard forms were in four colors: yellow, blue-green, violet, 
and white. The same objects were used over and over in different contexts 
in an attempt to discover whether the subject could readily shift his asso- 
ciations to fit the new context or whether his responses would disclose a 
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more stereotyped sort o£ behavior. In cases where two or three types of re- 
sponses were, with the material presented, equally possible, the subject was 
asked to associate the articles in as many ways as he could. Procedure in 
each of the situations was essentially the same. The objects were placed on 
the table in front of the subject, unused objects being pushed out of the way 
although still within sight. The subject was then instructed to put every- 
thing together which belonged together and urged to use his own judgment 
in deciding the basis of belongingness.” 

Cotton's 27 cerebral palsy cases were matched with physically normal 
children for mental and chronological age. The chronological age 
range of the cerebral palsy group was from seven years and two months 
to thirteen years and one month, with a mean of nine years and seven 
months. The mental ages ranged from six years and nine months to 
twelve years and nine months, with a mean of nine years and three 
months. In contrast to subjects in other studies, Cotton’s group appears 
to be intellectually normal. From her analysis of the results of the test 
situations, Cotton concludes that the cerebral palsied group differed 
from the control in three respects: “First a wider range of individual 
differences in type of response within any one test situation with bizarre 
or fantastic responses found only among the spastics; second a greater 
tendency toward more concrete types of response, with less ability to 
shift toward the more abstract forms of behavior; and third, a greater 
tendency toward stereotyped responses no matter what the nature of 
the test situation.” She also found that “a severe speech difficulty was 
more often connected with stereotyped behavior, with ‘fantasy’ re- 
sponses, and with difficulty with verbal (abstract) material than such 
categories as estimated mental age or type and severity of disability in 
general.” Cotton concludes with the tentative hypothesis that her cases 
were “affected by their cortical injuries in somewhat the same fashion 
as are cases of brain injury after maturity.” When one reviews Cotton’s 
data, he is struck by the fact that there is a good deal of overlap between 
the two groups in many categories. Table 17 contains the results for 
the 13 sorting test situations. Although there are differences between 
the groups, it is apparent that the two groups gave an appreciable 
number of the same type of response. The lone exception is type 7 
(fantasy and design), but even this is probably not a group character- 
istic because, as Cotton points out later, this type of response was largely 
due to 3 cases with severe speech diflSculties. In the other kinds of test 
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Table 17. Summary of Results in the Thirteen Sorting Situations Used by 
Cotton with Cerebral Palsied and Normals (56) 



Type of Response 

Cerebral 

Palsied 

Normals 

1. 

Total classifications on the basis of color 

40 

19 

2. 

Total classifications on the basis of shape 

70 

98 

3. 

Total classifications on the basis of size 

27 

36 

4. 

Total classifications on the basis of material 

21 

13 

5. 

Total classifications on the basis of familiar 
associations 

42 

43 

6. 

Total classifications on the basis of compre- 
hensive relationships® 

65 

99 

7. 

Total classifications on the basis of fantasy 
and design 

30 

1 


® These totals include some of the color, shape, and material classifications totaled above. 


situations also, the differences between the groups were not striking. 
Since there almost always were some individuals in the control group 
who exhibited behavior similar to that of some in the palsied group, 
the manifestation of the behavior in the presence of a cerebral injury 
does not necessarily mean the two are related. 

A recent study by Meintire (203) seems to have implications ioi 
future psychological work with the cerebral palsied. In a study of 173 
hemiplegics and 114 quadriplegics Meintire found a greater incidence 
of mental deficiency among cases whose motor defect involved or was 
greater on the right side of the body than among those whose left side 
was affected. When one considers that most people are right-sided, in 
which case the left hemisphere of the brain is dominant, whereas in 
left-sided individuals the right hemisphere is dominant, Meintire’s 
results suggest that injury to the dominant brain hemisphere is more 
likely to eventuate in mental defect than if the nondominant one is 
involved. This helps to explain an earlier finding by Doll (67) that 
left-handedness was four times as frequent among the defective cerebral 
palsied as in a control group. In many of these cases the natural tendency 
to right-handedness has presumably been blocked by injury to the 
dominant left hemisphere. Clinical observations by Phelps (236) on the 
handedness of cerebral palsied children and their parents support the 
view that injury to the dominant hemisphere has a more deleterious 
effect on intellectual functioning than when the nondominant one is 
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ajffected. That injury to the dominant hemisphere may have a profound 
effect in contrast to that when the nondominant hemisphere is involved 
has been demonstrated in other types of neurological disorders, the 
aphasias in particular { 121 , 124 ). In hght of these considerations the 
relation in the cerebral palsied between test functioning or patterning 
on the one hand, and degree of damage to the dominant hemisphere 
on the other, warrants further research.^ 

In reviewing the psychological work which has been done with the 
cerebral palsied, one is struck by the paucity of studies. Aside from the 
pioneer efforts of Lord and Doll, the psychological problems, practical 
and theoretical, presented by the cerebral palsied have not been attacked. 
What studies have been made indicate that while psychological pro- 
cedures are an indispensable part of the diagnostic armamentarium, 
there are wide gaps in knowledge concerning the intellectual and emo- 
tional growth of the cerebral palsied child; especially with the very 
young child is there need for refined procedures which will make early 
diagnosis valid and reliable. There has not been a single study in which 
a sizable group of cerebral palsied children has been followed from 
infancy to maturity. If such a study should be done, the factors making 
for individual variations in rate of development would probably be- 
come clearer. In setting up such a study it would be necessary for the 
psychologist to focus some attention on parent-child relationships. In 
the past the presence of the severe motor defect has obscured the fact 
that the cerebral palsied child is being responded to and stimulated 
by people whose behavior in turn is affected by the severely handicapped 
child. Although many cerebral palsied children are severely limited in 
exploratory and locomotor activity, it seems reasonable to assume that 
parental behavior may either accentuate or lessen the deleterious effects 
of such restrictions. Case studies by Thorne (295) and Gesell ( 98 ) 

^The significance of handedness among mental defectives in general is seen in some 
incidental multe which Abel (6) obtained from a comparison of matched pairs (N = 15) 
of institutionalized girls who differed in the degree of education achievem<;nt. Etiology 
w^ not considered in the selection of cases Although the study was primarily concerned 
with differences in Rorschach performance, subsequent neurological examinations revealed 
that in the lower educational group 8 out of the 15 cases had definite or possible brain 
damage in contrast to 4 possible cases in the higher educational group. In addition, there 
were 6 in the former group who were left-handed in contrast to 1 m the latter. Abel 
did not indicate whether left-handedness was found only in the cases diagnosed as definite 
or possible brain damage. The significance of the findings of Gordon {119) and Mintz 
{210) j that the froiuency of left-handedness among unselected groups of defectives is well 
above that found m normals, bears further investigation. 
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demonstrate that parental attitudes toward and the handling of the 
cerebral palsied child can be important factors in intellectual growth. 
It must be concluded that the nature of the growth of intellectual be- 
havior in the presence of a severe motor handicap existing from birth 
remains a fertile area for research. Until the relation between capacity 
and functioning is better understood, the clinician must be cautious 
in interpreting the significance of test findings. 

Etiology 

From the time of Little’s original work until relatively recently, medical 
consensus has stressed factors at or surrounding birth in the etiology of 
cerebral palsy. Cerebral hemorrhage, instrument deliveries, abnormally 
difficult labor, obstetrical mishandling, and asphyxia are some of the 
factors that were considered important in producing the central nervous 
system impairment which resulted in motor defect (55, 76, 80, 268, 277) . 
It was also held that the probability of the first-born having cerebral 
palsy was greater than in the case of other children, presumably be- 
cause of the greater incidence of difficult labor in the primipara. In the 
past two decades there has been an increasing tendency to discount 
factors of birth as primary in the causation of cerebral palsy. One reason 
for this change in viewpoint is the increasing caution with which birth 
histories are evaluated. Since in most cases the evaluation of the details 
of a birth is a post hoc procedure dependent in many cases on parental 
reports, the unreliability of diagnoses based on such data is considered 
high. Maternal impressions of birth, influenced as they are by errors of 
memory, suggestion, cultural stereotypes, and superstitions, have not 
been demonstrated as sufficiently valid to be used as a basis for a 
diagnosis. In addition, when a mother reports that her labor was diffi- 
cult, it does not follow that it was difficult for the child. Another 
factor that makes maternal statements an unreliable criterion is the 
frequent report of difficult and prolonged labor in cases where there 
were no untoward effects on the child. It has been pointed out that in 
many cases of cerebral palsy, where the motor defect is very severe, 
there have been no indications of an abnormal or complicated birth. 
Another reason for the deemphasis on factors of birth is that the 
anatomical defects and malformations found in many cases of cerebral 
palsy are not of the type that one would expect as a result of birth 
injuries. On the contrary, these defects are of a nature that suggests 
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that they occurred well before the birth process {216, 241, 32S). For 
example, Yannet (i2S) concludes, on the basis of a study of 86 cases, 
that the high incidence of particular kinds of eye defects can be ex- 
plained not as a result of birth injuries but rather in terms of prenatal 
malformation or maldevelopment. Quinn and Tagdell {24T) also 
report that in their series of autopsies of cerebral palsied children there 
was anatomical evidence of malformation prior to any possible birth 
trauma. It has been suggested that these malformations may result in 
a difficult labor rather than vice versa. Recent studies {200, i2S) of 
cerebral palsy among mental defectives have indicated the following: 

1. The average age of the mother at the birth of the cerebral palsied 
child is significantly greater than that found in the general popula- 
tion, 

2. “There is no significant difference between the percentage of af- 
fected children who were first-born and the percentage expected on 
the basis of chance selection. - . . There is, however, suggestive evi- 
dence that a greater proportion of the patients with cerebral palsy 
are born after the third pregnancy than should be expected on the 
basis of chance selection” (328), 

3. In families of cerebral palsied children where there is more than 
one child, there is a slight tendency for another sibling to have a 
similar condition. 

4. The incidence of mental deficiency among the nonaffected siblings 
seems to be greater than in the general population. 

5. Cerebral palsy cases in which a definite history compatible with the 
diagnosis of birth trauma is present comprise approximately 10 
percent of institutionalized cerebral palsy cases. The birth trauma 
group differs from the cerebral palsied cases in which the etiology 
is unknown in the following respects: (a) there is a higher pro- 
portion of first-born among the birth trauma cases; (b) the age of 
the mothers at the time of the birth of the birth trauma cases is 
significantly lower; (c) the head size of the birth trauma cases 
tends to be smaller; (d) there is a greater incidence of prematurity 
among the cerebral palsy cases in which the etiology is unknown. 

Point 3 has been advanced as evidence for a possible genetic factor in 
some cases of cerebral palsy. Although such a possibility cannot be 
dismissed, recent work on congenital malformations in animals sug- 
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gests that the presence of a similar physical condition in two siblings 
may not necessarily be the result of a genetic factor. Warkany (308) 
points out: 

. . that genetic as well as environmental factors may lead to malforma- 
tions of the same type, to malformations of identical or similar anatomical 
appearance. This statement is of great practical importance, since it implies 
identical malformations may be hereditary in one case and non-hereditary in 
another. Thus in one case congenital cataract may be genetically determined 
and inherited as a dominant characteristic; but in another case may be due to 
prenatal German measles and not be hereditary. Cleft palate has been de- 
scribed in mice as a genetic aberration, but we have seen a similar type of 
cleft palate in rats induced by environmental factors: maternal riboflavin 
deficiency in one case and maternal exposure to roentgen rays in another. 
Syndactylism resulting from genetic factors has occurred in the well-known 
strain of mice investigated by Little and Bagg. However, syndactylism occurs 
also in the young of mothers fed a riboflavin deficient diet and in the young 
of mothers exposed to roentgen rays during pregnancy.” 

Stewart (280) has also suggested that nutritional deficiency may be an 
etiological factor in some cases of cerebral palsies. His microscopic anal- 
ysis of the brains of 50 diplegics revealed structural changes similar to 
those found in avitaminosis. 

It has been recognized that no single etiological factor accounts for 
all cases of cerebral palsy. Although all workers agree that birth injury 
accounts for some cases, they differ widely about the number of cases 
in which it is the etiological factor. If one were to consider only those 
cases which all workers consider not to be due to birth injury, he would 
have to conclude, on the basis of the available evidence, that the 
etiological factors are unknown. 



Chapter 8 

OTHER FORMS OF MENTAL DEFICIENCY 

Hereditary (Primary Amentia) 

Phenylpyrupic Oligophrenia 

Phenylpyruvic acid is a chemical substance which is excreted in the 
urine when phenylalanine, an amino acid, is incompletely oxidized. 
Phenylpyruvic acid has never been reported in the literature to have 
been found in the urine of clinically normal individuals. In 1934 
Foiling of Sweden reported the presence of this acid in 10 idiots. This 
observation was confirmed by subsequent investigations of Penrose 
(2J2), Jervis (148), and others {20, 89, 214). In institutions for mental 
defectives approximately 1 percent of the population have this metabolic 
disorder. Jervis found 213 cases in a sample of 20,300 patients obtained 
from several institutions. “About 85 per cent of the individuals in whom 
this metabolic disorder occurs are markedly defective, being either 
idiots or low imbeciles. Practically all of the remainder are also de- 
fective but in the high imbecile or moron category. Rare cases have 
been found with intelligence quotients in the borderline classification. 
No individual of average normal intelligence or better has so far been 
found to excrete this acid in the urine” (148). On physical examina- 
tion there are no characteristic central nervous system abnormalities 
which would set this group apart from others with similar degrees of 
mental defect. It is interesting to note, however, that approximately 80 
percent of the affected individuals are blue-eyed and blond. 

In regard to etiology Jervis has shown statistically that (1) the ratio 
of affected to normal sibs in families with normal parents, (2) the rate 
of consanguinity among parents of affected individuals, and (3) the 
distribution of the condition among ascendant and collateral relatives 
are in striking agreement with what one would expect from assuming 
the presence of a recessive gene. On the basis of his findings, Jervis 
suggests “that parents of affected children should be discouraged from 

190 



OTHER FORMS OF MENTAL DEFICIENCY 


191 


having other children since one-fourth of these will be affected and 
one-half will be carriers. Whenever possible, parenthood should not be 
encouraged in brothers and sisters of affected individuals, since half of 
them are carriers. Consanguineous marriages among members of fami- 
lies of patients should particularly be prevented.” 

Cotzin (5S), in an unpublished report, studied a case of phenyl- 
pyruvic oligophrenia whose intellectual level and behavior are at vari- 
ance with the opinion that all such cases never have intelligence 
quotients above the borderline level. The following are some of the 
test results which Cotzin obtained from a phenylpyruvic male of 20 
years: 

Wechsler-Bellevue (Verbal); I.Q. 86 

Wechsler-Bellevue (Performance): I.Q. 97 

Wechsler-Bellevue (Full Scale): I.Q. 91 

Terman-MerriU (L) : M.A. 12-6, I.Q. 83 

Terman-Merrill (M): M.A. 12-6, I.Q. 83 

Chicago Non-Verbal: M.A. 12-4, Standard Score 96 (Average) 

Army General Classification Test: Equivalent I.Q. 84 
Army Alpha (Nebraska Revision): Equivalent I.Q. 92 

In addition to the finding that this boy’s test functioning is above 
the borderline level it is interesting that there are no psychological indi- 
cations of brain injury. This is very unusual when one considers that 
such cases are considered to have diffuse brain damage. Because of this 
boy’s background, test functioning, and social adequacy, Cotzin felt 
that there was a serious doubt about the validity of a diagnosis of 
mental deficiency. Since almost all the research with phenylpyruvic 
ohgophrenia has been done with institutionalized cases, it may well 
be that a study of an unselected sample of the population might not 
confirm the opinion that this condition is invariably accompanied by 
mental deficiency. 


Congenital Ectodertnoses 

This group, which includes tuberous sclerosis, neurofibromatosis, and 
cerebral angiomatosis, has in common the presence of neoplastic tissue 
in the central or peripheral nervous systems as well as various skin 
manifestations. This group accounts for approximately one-half of 1 
percent of an institutionalized defective population. Yannet (329) found 
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5 cases in an institutional population of 1330. The following is Tred- 
gold’s clinical description of tuberous sclerosis {302, p. 218) : 

“As seen in institutions for defectives the three cardinal symptoms arc 
mental defect, epilepsy and adenoma sebaceum [fatty tumors in the facial 
regions]. Where this combination is present it is practically certain that the 
patient has tuberous sclerosis of the brain. In the absence of adenoma se- 
baceum or other skin anomalies, a positive diagnosis cannot be made during 
life; although post-mortem examination may subsequently reveal the pres- 
ence of tuberous sclerosis of the brain and tumors of various internal organs. 

“Patients sufEering from the condition are usually backward from birth, 
and sitting up, standing, walking and speech are all delayed. Many patients 
never learn to talk or walk properly, . . . Epileptic fits are usually present 
from the first year and continue throughout life. . . . They vary greatly in 
frequency; some patients have a number of fits every day, others have one 
or two only in the course of a year, others may have complete remission for 
several years. In very exceptional cases fits may be entirely absent. . . . 

‘The degree of mental defect is usually a pronounced one, most patients 
being idiots or imbeciles. ... As they grow up, however, the majority lose 
their acquirements and undergo a progressive mental deterioration. In the 
course of this they may pass into a state resembling catatonic schizophrenia 
with flexibilitas cerea. A few survive to adult age, but most of them die be- 
fore reaching maturity.” 

On autopsy hard, pale neoplastic masses are found in various parts 
of the brain, especially the cortex. In addition to these changes tumors 
in other internal organs are frequently found. 

Although most authorities believe that tuberous sclerosis is trans- 
mitted by a dominant gene, clear-cut data supporting such an assump- 
tion are lacking. Penrose’s statement (2Ji, p. 134) about etiology bears 
repetition: “Genetic study reveals a high incidence of psychosis in 
famihes where epiloia [tuberous sclerosis] occurs but the familial inci- 
dence of the actual disease is low. It is rare to find more than one 
member of the family affected. The disease itself being very rare, how- 
ever, the recorded familial incidence is greater than would be expected 
from mere chance occurrence. Cases have been described where the 
disease appeared in parent and child. Owing to the variety of clinical 
types, it is not always easy to determine whether a given member of 
the family was affected or not, on the evidence of a history, and the 
familial incidence may appear lower than it really is. Moreover, many 
cases are probably missed owing to the erroneous diagnosis of the 
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facial eruption as ‘acne rosacea.* At the present time nothing definite 
can be inferred about the causation of the condition, but the familial 
incidence points to some genetic mechanism.” In subsequent studies 
Penrose pointed out (233, p. 48) that a single Mendelian dominant 
character or gene mutation may be causative factors in some cases. 

Neurofibromatosis, sometimes called Von Recklinghausen’s disease, is 
a disease characterized by the formation of tumors of the nerves. “The 
neurofibromata may involve any nerve, and vary in size from the 
smallest bead to grotesque overgrowths in extremities resulting in 
symptomatic elephantiasis. Peculiar pigmentary lesions are seen in the 
skin and characteristic osseous defects may be noted” (331), Since 
tumor formation in this disease does not usually affect the cerebral 
hemispheres, it is not surprising that only approximately 10 percent of 
those afflicted are mentally defective (231, p. 135). The fact that 10 
percent is greater than the incidence of mental deficiency in the general 
population has been interpreted by some as indicating a causal relation- 
ship where these two conditions coexist. When mental deficiency occurs 
with neurofibromatosis the degree of defect varies from the idiot to the 
moron classifications. Studies by Penrose (233) and Preiser and Daven- 
port (239) indicate that the genetic mechanism in neurofibromatosis 
appears to be similar to that of tuberous sclerosis. 

Cerebral angiomatosis, sometimes referred to as either the Sturge- 
Weber syndrome or Brushfield-Wyatt disease, is a very rare cause of 
mental deficiency. In this disease angiomas, which are tumors formed 
of blood vessels, are present on the face and forehead and are associated 
with tumor formation of the cerebral cortex. Although these cases 
have sometimes been classified in the hereditary category, their family 
histories do not seem to warrant such a classification. For example, of 
4 cases reported by Brushfield and Wyatt (43), 2 had negative histories, 
in 1 the grandmother had “fits,” and in the other the mother, sister, 
and grandmother were psychotic. Tredgold (302, p. 225) reported that 
in the cases he had seen “there was a well-marked family history of 
insanity, epilepsy, or other psychopathic conditions.” Such backgrounds 
do not seem to constitute an explanation of the angiomatosis. McCoy 
and Voris (193) recently concluded that “the symptom complex is 
imdoubtedly congenital. While heredity is an important factor in the 
occurrence of other angiomatous conditions, it has been difficult to 
demonstrate any familial linkage in this particular entity. Cases have 
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been reported from all over the world, the majority coming from 
Europe. This high European incidence may represent a true geographic 
relation, or it may indicate that the condition is recognized to a greater 
extent in Europe.” 

Amaurotic Idiocy (Tay-Sachs Disease) 

Amaurotic idiocy is characterized by degeneration of cerebral neu- 
rons, progressive blindness, wasting of the limbs, and progressive 
mental deterioration. Two clinical varieties have been described: the 
infantile and juvenile types. “They differ essentially only in the age 
of onset. The infantile type begins in the first year of life, and is 
recognized by degeneration of the macular region of the retina, leading 
to progressive blindness. Concurrently, a flaccid paralysis develops, with 
wasting of the limbs and a progressive mental degeneration. The end- 
result is a profound type of idiocy, although the child may have 
appeared normal in early life. Affected children usually die at the age 
of two. In the juvenile type the onset is later and the course slower” 
{231, p. 136). This disease is invariably associated with mental defi- 
ciency. On autopsy the most notable change is the accumulation of 
lipoid or fatty sustance in the cerebral neurons. 

In the original accounts {254, 255) and subsequent investigations 
the incidence of amaurotic idiocy in more than one sibling in a family 
has been noted as well as its appearance in several generations of a 
family. Its distribution in families indicates that a recessive gene is the 
etiological factor. Sjdrgen’s study {302, p. 268) of 59 affected families 
suggests that an enzyme defect analogous to that in phenylpyruvic 
oligophrenia may be the abnormality caused by the defective gene. 
Amaurotic idiocy and other rare forms of cerebral lipoidosis account 
for approximately one-half of 1 percent of an institutional popula- 
tion (329). 


Epilepsy 

Although convulsive disorders are relatively common in a defective 
population, in the great majority of cases the convulsions are a sec- 
ondary manifestation of a pathological brain condition. Table 18 shows 
the incidence of convulsions in patients of varying levels and condi- 
tions. In a few cases, approximately 4 percent of an institutional popula- 
tion (329), the underlying cerebral pathology and genesis of the 
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Table 18. Distribution of Patients with Convulsive Disorder According to 
Diagnosis of Mental Defect ( 329 ) 



Moron 

Imbecile 

Idiot 

Total 

Percent 

Familial defects 

19 

11 

4 

34 

6.6 

Undifferentiated defects 

13 

21 

42 

76 

18.4 

Cerebral palsy 

6 

5 

21 

32 

32.3 

Mongolism 

... 

2 

• • • 

2 

2.2 

Infection 

6 

5 

10 

21 

41.2 

Trauma 

4 

6 

5 

15 

35.7 

Craniofacial defects 



5 

5 

15.2 

Phenylpyruvic amentia 



1 

1 

83 

Cretinism 



. . . 

. « « 

0 

Cerebral lipoidosis 



1 

1 

16.7 

Muscular dystrophy 



. . . 

. . . 

0 

Congenital ectodermosis 



2 

3 

60.0 

Total 

48 

51 

91 

190 

14.9 


convulsions are not clear, but there is some evidence that the recurring 
convulsions over a period o£ years have impeded normal intellectual 
development. In most of these cases the convulsions started relatively 
early in the child’s life and there were reasonable grounds for assuming 
that prior to their occurrence the child was developing normally. 

It wiU be seen from Table 18 that approximately 7 percent of the 
familial cases, predominantly garden-variety defectives, also have con- 
vulsions. In the large majority of these cases the convulsive disorder 
is not considered the cause of the mental deficiency and does not 
have a deteriorating effect on intellectual functioning. It is a con- 
comitant but not an etiological factor in the mental deficiency. The 
epilepsy in these cases is generally labeled idiopathic epilepsy in contrast 
to the symptomatic variety in which the convulsions are a secondary 
manifestation of a known pathological brain condition. 

In recent years genealogical and electroencephalographic studies 
{155, 175, 176, 177, 178) have indicated that idiopathic epilepsy may be 
due to heredity factors. It has been found, for example, that the inci- 
dence of abnormal electroencephalographic records among the parents, 
siblings, and relatives of epileptic patients far exceeds the incidence of 
such records in nonepileptic families. Also, the incidence of epilepsy 
among monozygotic twins exceeds that found among dizygotic twins. 
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The fact that the incidence of mental deficiency among epileptics and 
of epilepsy among mental defectives is higher than the incidence of 
each in unselected populations has been considered as “rather definite 
evidence for some kind of biological relationship between epilepsy and 
mental deficiency” (155). Although there is evidence that hereditary 
factors may play a role in epilepsy, the method of hereditary transmis- 
sion is by no means clear. It is also not clear why one member of a 
family should have convulsions, whereas other members who may 
have “epileptic-like” brain waves do not. Also, the by no means infre- 
quent case of idiopathic epilepsy with a completely negative genealogy 
remains unexplained. 

Although there have been numerous psychological studies { 130 , 197 ) 
of mentally defective children with epilepsy, the results have been any- 
thing but conclusive and in many cases contradictory. Some authors 
{ 51 , 65 , 86 ) find a progressive decline in I.Q. over a number of years, 
but others do not { 16 , 82 , 139 ). Some workers { 289 ) report that the 
earlier the onset of the seizures the more likely is deterioration to be 
found; other studies { 52 , 65 ) do not confirm these findings. Some 
studies (51) have shown that memory and word usage are specifically 
impaired in mentally defective children with epilepsy, a finding not 
substantiated in other studies { 52 , 86 ) . 

One difficulty in comparing studies in this area is the fact that some 
workers have considered their cases as homogeneous for etiology, not 
taking into consideration that in some cases the epilepsy is a secondary 
manifestation of underlying cerebral pathology (symptomatic) and 
that in others an underlying pathology is either not present or not 
ascertainable (idiopathic). If in the former the pathology is progressive 
in nature, the intellectual deterioration that may occur cannot be 
attributed solely to the convulsions because they are themselves the 
result of the brain condition. By lumping all cases together one ra p 
only obscure possible differences between the two general types of 
epilepsy. When this factor was considered, as in the study by Arieff 
and Yacorzynski (16), more symptomatic than idiopathic cases showed 
deterioration in functioning. The fact that the intelligence range of 
the cases in the studies cited varies considerably also makes comparison 
of results hazardous. Another difficulty in evaluating studies in this 
area is due to the fact that institutionalized cases have been largely 
used. This not only limits the degree to which one can generalize 
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from results but makes it almost impossible to separate the effects of 
convulsions on intellectual activity from the effects of prolonged insti- 
tutionalization. Studies of the effects of institutionalization (see pp. 
139, 161) indicate that even in the absence of epilepsy a decrease in the 
intelligence quotient is by no means surprising. The type and dosage 
of medication, the type (petit mal, grand mal, psychomotor) and dura- 
tion of the seizure, the age of onset, and the relation of time of testing 
to previous seizures are other important variables which have been 
considered either not at all or in varying degrees by investigators and 
have made the evaluation of results extremely hazardous. Until future 
studies control the relevant variables and employ the necessary control 
groups, the influence of seizures on behavior, in defective as well as 
nondefective cases, cannot be satisfactorily described. 

As may be seen from the above, much of the psychological work 
with epileptics has been concerned with the problem of deterioration. 
The psychosomatic problem of the relation between convulsions and 
emotional factors has not received much systematic attention. To those 
who have had the opportunity to observe the institutionalized epileptic 
the importance of emotional factors has long been apparent. As Yan- 
net { 330 ) has pointed out: “In many cases it is the resulting emotional 
instability and anti-social behavior which precipitates the need for 
institutionalization, rather than epileptic spells themselves. It must be 
one of the prime functions of the residential school to help correct 
these undesirable psychogenic deviations which contribute so much 
to eventual social maladjustment.” 

It is by no means difficult to find cases who prior to institutionaliza- 
tion had very frequent seizures but afterward either had very few or 
none at all. More usual are the institutional cases whose seizures seem 
to follow some interpersonal difficulty. It is the writer’s impression, 
based on psychotherapeutic treatment of several cases, that psycho- 
therapy gives one the opportunity (1) to determine rather precisely 
the psychological conditions which are emotionally disturbing to the 
individual and seem to precipitate a seizure, (2) to utilize such informa- 
tion in effecting a change either in the child’s program or in the manner 
in which he is handled by the other employees, and (3) to help the 
child acquire new habits of response. The institutionalized defective 
child would seem to afford the researcher many opportunities for 
careful study of the relation between somatic and psychological factors, 
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and the way in which psychotherapeutic techniques may effect changes 
in the relation. 

Medications which have been most widely used in the treatment o£ 
epilepsy are phenobarbital, dilantin, and tridione. Phenobarbital and 
dilantin, usually given in combination, have been found most effective 
with the grand-mal and psychomotor types of convulsions { 330 ), 
Tridione, one of the most recent drugs to be used with epileptics, has 
been found most effective with the petit-mal type of convulsive activity 
{ 174 , 242 , 296 ), 

In recent years there have appeared reports on the effectiveness of 
glutamic acid as an anticonvulsant. Price, Waelsch, and Putnam { 240 ) 
and Waelsch and Price { 304 ) reported that glutamic acid seemed to 
be effective in reducing the frequency of petit-mal seizures. It was 
also observed that there was an increase of mental and physical alertness 
in patients treated with glutamic acid and that the “degree of improve- 
ment in mental efficiency could not be correlated with the incidence 
of seizures.” Studies { 10 , 336 ) on the effect of glutamic acid on maze 
learning in the white rat revealed that it significantly increased the 
rate of learning. Subsequent studies by Zimmerman, Burgemeister, and 
Putnam { 337 , 338 ) on human subjects indicated that patients given 
glutamic acid showed significant increases in test scores. In the major 
work { 338 ) 69 patients, of whom 28 had convulsive disorders, were 
studied. Of the total group, 44 patients were mentally retarded. A 
control group of 37 mentally retarded or convulsive patients was “intro- 
duced to ascertain the effect of seizure reduction upon intelligence for 
varying periods of time and to determine the retest reliability of intelli- 
gence test scores prior to the glutamic acid period.” In effect, the control 
cases were the experimental cases for whom there were test-retest 
data before they were given glutamic acid. 

“Patients in the experimental group were tested at the beginning and end 
of a six months’ period in which they received glutamic acid therapy. They 
ranged in age from 16 months to 17.5 years, and in intelligence quotient 
from below 30 to 131 at the time of first test, so that different measuring 
instruments were required for different age levels, as well as separate treat- 
ment of data. Prior to glutamic acid treatment, 60 were given the Stanford- 
Binet test, Form L, 1937 revision; 1 the Wechsler-Bellevue scale; and 8 the 
Kuhimann-Binet test; 60 the Arthur point scale or Merrill-Palmer perform- 
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ance tests; and 48 the Rorschach ink-blots. Retests with the same battery 
were made after six months.” 

Those cases who fell below an I.Q. of 65 had an average Binet MA. 
of 5 years 8 months and an average LQ. of 49.08 before glutamic acid 
therapy. Six months later the average M.A. rose to 6 years 8 months 
and the average LQ. to 5539. The average, preglutamic acid perform- 
ance test M.A. was 6 years 1 month and six months later it was 6 years 
10 months. For the entire experimental group the increase in Binet M.A. 
was 13 months and in performance M.A. 12 months (see Tables 19 
and 20). 

The results with the 37 control cases who had been tested over a 
period of six months to eight years prior to glutamic acid therapy were 
as follows: 

“The average chronologic age of the control group was 8 yrs., 4 mos., 
upon previous psychometric tests, with a mental age of 5 yrs., 5 mos., intel- 
ligence quotient 62.84. At the beginning of the experimental period the 
average chronologic age was 11 yrs., 3 mos., indicating an average interval 
of almost three years (2 yrs,, 11 mos.) between the two sets of tests. During 
this time, however, the average mental age of the group increased only 
eighteen months to 6 yrs., 1 1 mos., thereby resulting in a slight reduction of 
1.08 points in retest intelligence quotient, from 62.84 to 61.76, prior to 
glutamic acid therapy. . . . 

“Because the time interval between psychometric tests is a large one which 
is not uniform, performance test scores for the control group are more difE- 
cult to interpret, due to the growth factor. An average gain of only 9.17 
months in mental age during an interval averaging 2 years, 11 months be- 
tween tests, however, suggests litde improvement in motor skill prior to the 
glutamic acid period. In contrast to this, the control group gamed 12.04 
months in mental age during the six months of glutamic acid treatment. 

Several problems arise when comparing the control and experimental 
groups. The first concerns the consistency of relationship between 
patient and examiner; that is, were the experimental and control cases 
tested and retested by the same or different examiners? If the experi- 
mental cases were tested and retested by the same examiner and the 
control cases were not, it might be that better rapport was established 
with the former than with the latter. The possibility that differences in 
degree of rapport influenced test scores would be strengthened in light 



Table 19. Test Data on the Most Seriously Retarded Children Before and After Glutamic Acid Therapy (535) 
Before Glutamic Acid Therapy After Glutamic Acid Therapy 



Performance ... 52 7yrs. ... 2.89 .40 8yrs. ... 3.63 .50 1.50 12mos. ... 94 in 

3 mos. 3 mos. 100 
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of the fact that the test-retest interval was much shorter for the experi- 
mental group than for the control group. Differences in test-retest 
interval also faise a question about practice effects. Are practice effects 
greater after six months than after two years? It should be noted that 
the test-retest interval for the control group ranged from six months 
to eight years. Zimmerman, Burgemeister, and Putnam do not state 
whether the control cases with the shorter test-retest intervals showed 
the same increases or decreases as those with longer intervals, Mc- 
Hugh { 201 ) tested and retested 91 children before they entered kinder- 
garten and after an average interval of 1.93 months. He found an 
average M.A. gain of 5.84 months and an I.Q. increase of 6.09 points. 
He attributed the gains to adjustmental factors associated with kinder- 
garten attendance. There was also some evidence that better rapport 
and reduction in shyness and negativism were contributing factors. In 
light of Zimmerman, Burgemeister, and Putnam’s finding that the 
most retarded of their subjects showed the most significant Binet 
changes after glutamic acid therapy, it is important to note that Mc- 
Hugh found that the lower the initial I.Q. the higher the increase on 
retest (see Table 21). Another factor about which data are lacking is 


Table 21. I.Q. Changes After an Interval of 1.93 Months { 201 ) 


Initial I.Q. 

Level 

No. of 
Children 

Mean I.Q. Points 
Change 1st to 2nd Test 

125-134 

3 

-5.00 

115-124 

11 

-1.18 

105-114 

16 

+3.00 

95-104 

32 

+8.03 

85- 94 

16 

+9.05 

75- 84 

6 

+9.17 

65- 74 

2 

+15.00 


the number of experimental cases who showed no increase at all. It 
would be of interest to know if the average increase in test score was 
a function of many cases showing similar increases or of a few cases 
showing disproportionately large ones. It would also be important to 
know if the convulsive and mentally retarded subjects showed similar 
test gains. 

That the test-score increases may have been related to glutamic acid 
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therapy is suggested by the study of Albert, Hoch, and Waelsch ( 11 ). 
Their subjects were 8 mentally defective individuals with LQ.’s from 
22 to 73. The subjects were tested after a period of glutamic acid medica- 
tion and then after administration of placebos. These authors found 
that test scores increased during the glutamic acid period but decreased 
when placebos were substituted. The case history of 1 of the 4 cases 
for whom test results were given follows: 

“N.C. — ^Family history negative. Patient is the first child; second preg- 
nancy was an abortion. He has a brother three-and-a-half years younger who 
is normal. 

“Childbirth was normal. Showed difficulty in feeding since birth. Refused 
breast at two weeks and was then fed artificially but gained poorly. Sat with- 
out support at seven months, stood alone at 15 months, spoke the word 
‘mamma’ at 14 months but did not speak any more words until two years 
of age. He was restless in sleep, showed unmanageable bed-wetting and a 
peculiar gait affecting the right foot. Patient suffered poor health since birth: 
had many colds and sore throats, fell from a table when he was nine months 
old and was frightened but not injured. At the age of two he started to say 
a few words but pronounced them poorly; he was unable to form sentences 
or repeat anything in a sentence after his mother. 

“Physical examination showed a poorly developed, undernourished child. 
The lower extremities showed a talus equinus. Intelligence test was given to 
him April 7, 1938. On the Stanford-Binet he had a mental age of 3 years, 
3 months: I.Q. 50 (chronological age 6 years, 4 months). On the Merrill- 
Palmer his I.Q. was 49. Further tests showed a defect in general intelligence 
and manual skill. Patient was quite fearful during testing and insecure. 

“A neurological examination was negative. In the Neurological Institute a 
diagnosis was made of hypoplasia of the brain with mental deficiency. 

“Examination in the Psychiatric Institute revealed in October 1945 at the 
age of 13 years, 11 months an undersized, imbecilic boy. His speech was in- 
distinct and consisted for the most part of two to three word phrases. A 
battery of psychological tests — ^intelligence, drawing, memory, manipulative 
skill and projective techniques — ^was administered, following which he was 
placed on glutamic acid therapy. When first tested his I.Q. was 42. Two 
months after treatment had begun, the I.Q. on Form M of the Stanford- 
Binet test had increased 9 points and at the end of three months, the I.Q. on 
Form L was up 8 points. On the Kuhlmann-Binet the rise was 6 points, on 
the Kohs Block test 5 points, and on the Goodenough 9 points. The only test 
on which there was no improvement was the Pintner-Paterson which showed 
a 5-point drop. 
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“In the seven and a half years (1938-1945) prior to glutamic acid treat- 
ment the patient’s mental age had increased 2 years, 5 months, or an average 
of four and a half months’ gain in mental age per year. In two months on 
glutamic acid medication the patient gained 1 year, 5 months in mental age, 
or two-thirds of his total gain in mental age during the previous seven and 
a half years. 

“At the end of three months on glutamic acid the patient was given 
placebos. Retested one month later, his LQ. had dropped to within 1 point 
of his original LQ. Scores on the Kuhlmann-Binet, Bender Visual-Motor 
Gestalt and other tests showed corresponding losses.” 

Although the findings of Albert, Hoch, and Waelsch are very sug- 
gestive, it would seem that in future studies control should be exercised 
about the examiner’s knowledge of which medication the child has 
been receiving. If the examiner knows that the child has been receiving 
glutamic acid, he may unconsciously react to the child in a way so as 
to bias his administration and scoring of the tests in the direction of 
obtaining higher scores. If the examiner knows that placebos rather 
than glutamic acid tablets have been administered, an unconscious bias 
producing lower scores may be operative. An added advantage in the 
examiner’s ignorance of the type of medication is that clinical observa- 
tions about changes in the child’s general behavior will also be more 
objective. 

The findings of the effect of glutamic acid on maze learning in the 
rat in addition to the suggestive psychological findings in human beings 
are sufficiently encouraging to warrant further and more controlled 
studies. 


Hereditary Idiocy 

From time to time there have appeared in the literature descriptions 
of families in which the frequency of idiot children was striking. Wag- 
goner and Scharenburg {305) described a family with six idiots in 
one sibship, presenting pathologically a lack of development of the 
white matter of the brain. Allen, Herndon, and Dudley {12) described 
a family in which the mother and maternal grandmother of the mem- 
bers of the third generation were both said to have had one or more 
idiot brothers. In the third generation there were eight children, four 
boys and four girls; two of the boys were idiots. Two of the girls 
produced idiot sons, one sister having four idiot sons out of a sibship 
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of ten, and the other sister one idiot son out of a sibship of three. The 
progeny of the fourth generation contained a number of idiot children. 
The authors concluded that “idiocy in this family may be inherited 
by sex-linked recessive or by dominant sex-linked transmission. In the 
case of a disease which is of sufficient severity to prevent the reproduc- 
tion of affected individuals it is generally impossible to distinguish 
between these two mechanisms.” Friedman and Roy (91) described a 
family which consisted of six low-grade children of parents of normal 
intelligence. In all the children speech was halting, all but one had 
foot or leg deformities, and all had bilateral positive Babinski or 
Gordon reflexes. Electroencephalograms of all the siblings and the 
mother were very similar. The authors concluded that the defects of 
the children had been inherited through the mother. 

Infection (Secondary Amentia) 

This category includes those mentally defective cases in which the 
defect is due to some infection of the brain, meningitis and encephalitis 
being the chief etiological factors. It has been estimated that approxi- 
mately 11 percent of all cases of mental deficiency fall in this category. 
In institutions these cases represent approximately 4 percent of the 
population. It should be understood, of course, that the majority of 
people who have had meningitis and encephalitis show no impairment 
of intellectual functioning, although physical sequelae arc not unusual. 


Meningitis 

The meningococcous, a pathogenic microorganism causing cerebro- 
spinal fever, most frequently results in the type of meningitis that gives 
rise to mental deficiency. The following clinical description is taken 
from Tredgold {302, p. 251) : 

The history of these cases is usually as follows: the birth of the child was 
normal; his mental and physical progress was quite satisfactory until, at 
some time in infancy or early childhood, he was struck down by an acute 
illness. The illness was accompanied by a rise in temperature, vomiting, and 
signs pointing to involvement of the brain. In some cases there was stupor 
or coma, in others restless delirium; very often there was headache, some 
kind of paralysis, rigidity of the neck, and convulsions. The child was seri- 
ously ill for a fortnight or more; he had then begun to improve and he had 
gradually recovered. But it was found that he was not the same child. In 
some cases the paralysis did not clear up, in others he continued to have con- 
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vulsions. In all of them his mental development was affected and his progress 
was either brought to a complete standstill or was greatly retarded. In some 
instances he had actually retrogressed, and had been robbed of the acquire- 
ments he had made and did not regain them. In others he had undergone an 
obvious change in his character and personality. 

“As seen in later life, some of these sufferers from meningitic amentia are 
speechless, low-grade idiots who have to be fed, washed and dressed like 
infants. Others are somewhat less defective; but although they can do little 
things for themselves and may understand much of what is said to them, 
they remain incapable of saying more than two or three words. Sometimes 
incurable deafness is present, and not infrequently paralysis and epilepsy.’^ 

Mental deficiency due to meningitis accounts for approximately 1 
percent of the institutional population. 

Encephalitis 

Encephalitis is a form of brain inflammation which may be caused 
by several different viruses. Occasionally the encephalitic condition 
develops after an acute fever brought on by influenza, whooping cough 
(pertussis), measles, mumps, etc. {182, 220). It is believed that the 
weakened condition caused by the fever makes the individual more 
susceptible to the encephalitis, no relationship having been established 
between the virus of the latter and the etiological factor of the former. 
In an institutional population encephalitis has been found to be an 
etiological factor in approximately 1.5 to 2.0 percent of the cases. Since 
only those cases with the most severe mental and intellectual sequelae 
are likely to be institutionalized, encephalitis probably accounts for a 
somewhat larger percentage of all defectives than institutional statistics 
indicate. 

The encephalitic child who manifests pathological behavioral se- 
quelae has already been described (255) in connection with Strauss' 
exogenous defective type. Although encephalitis is only one of several 
conditions included in the exogenous type, Werner and Strauss’ psycho- 
logical descriptions of exogenous children are generally similar to those 
of investigators who have studied encephalitic children only {31, 182) 
and will not be described further (see pp. 39 and 116). 

Congenital Syphilis 

Congenital syphilis appears to be a rare cause of mental deficiency. 
In an institutional survey Yannet {329) found less than 2 cases per 
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1000 in which there was definite evidence of central nervous system 
syphilis. When one considers that many congenital syphilitics die at 
an early age because of this condition, Yannet’s finding is probably 
valid for older defectives. The proportion of defectives with congenital 
syphilis is of course larger than that indicated by Yannet’s finding, 
wHch refers only to those cases in which the spirochete has invaded the 
central nervous system and presumably interfered with normal de- 
velopment. Tredgold (302) has estimated that 3 percent of all defectives 
have congenital syphilis. 

^ German Measles (Rubella) 

Gregg (122, 123) has shown that German measles in the mother 
during the first two months of pregnancy results in the birth of a 
severely defective child with the following physical characteristics: 
congenital cataracts, microphthalmos (abnormally small eyes), heart 
abnormalities, and deaf-miftism. Microcephaly is a developmental defect 
sometimes found in these cases. In his review of the literature dealing 
with the relation between rubella and congenital defects Parsons (22^) 
concluded that although there was strong evidence for the relationship, 
its extent remained to be determined. He pointed out that in most of 
the recorded cases the inquiry as to the occurrence of rubella during 
pregnancy was retrospective, “having been made when a congenital 
deformity was found in the newborn child, and that there are only 
scanty data concerning mothers who had rubella during pregnancy but 
gave birth to normal children.” Studies by Swan (290, 291) and Fox 
and Borten (S7) do not support the thesis that the occurrence of rubella 
during pregnancy necessarily produces congenital malformation in the 
newborn. In the last series of cases (iV ^ 130) studied by Gregg, who 
supplied his findings to Parsons, the findings were as follows: 


No. of 
Cases 

Deaf-Mutism 

Congenital 
Heart Disease 

Eye Defects 

85 

Present 



17 

Present 

Present 


5 


Present 


6 


. . . 

Present 

8 
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Present 

8 

Present 

Present 

Present 

1 

Present 

. . . 

Present 
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It seems reasonable to conclude that while there is a relationship be- 
tween rubella and congenital defects, it is not known in how many cases 
rubella did not produce untoward effects. Parsons points out that 
“statistical investigations to confirm or refute the association between 
maternal rubella and congenital deformities are difficult to carry out 
adequately because large epidemics are infrequent and the section of 
the population at risk [pregnant mothers] on which they have to be 
carried out is a small one.” 

Ikeiadiation and Microcephaly 

Murphy {215, 217) has shown that therapeutic pelvic irradiation of 
pregnant mothers may result in mentally defective offspring. Fifty-one 
percent of the offspring of 53 mothers receiving x-ray treatment during 
pregnancy were abnormal in one way or other, 26 percent being micro- 
cephalic. Approximately 4 percent of the offspring of 256 mothers receiv- 
ing such treatment before pregnancy were abnormal, only 1 case being 
microcephalic. It should be noted at this point that “true” microcephaly 
is not synonymous with small head size. The term microcephaly is 
usually reserved for those cases in which (1) the cephalic index is low, 
(2) the head is long and narrow, and (3) the length of the head is 
much nearer normal than either height or breadth. . . Some authori- 
ties define the condition in terms of a cranial circumference of less 
than about 440 mm., or a cranial content of less than about 1000 cc., 
or cephalic measurements below the norm for two years. Others em- 
phasize cranial form as well as size, noting markedly receding forehead 
and ‘sugar-loaf’ form of head. Such a cranium can usually be encom- 
passed within the adult hand” (72). When these criteria are applied, 
the small heads found among Mongolians and some cases of cerebral 
palsy are found to differ from the configuration of true microcephaly. 

The incidence of microcephaly in an institutional population is 
between one-half and 1 percent. Yannet (529) found 14 cases out of an 
institutional population of 1330. The number of cases of microcephaly 
due to maternal irradiation is considered small. Although there have 
been reports of the familial incidence of microcephaly, interpretations 
of the findings have differed. Tredgold {302) states that “most cases 
of microcephaly are the result of a pathological variation of the germ 
cell similar to that present in ordinary primary amentia, although in 
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some instances abnormalities [irradiation] of the foetal environment 
may possibly be present in addition.” Yannet {331) includes micro- 
cephaly among the nonhereditary etiologies. Doll (72) maintains that 
the condition is “apparently due to reproductive anomalies rather than 
to ancestral transmission.” According to Penrose {231, p. 126), “Al- 
though examples of familial incidence are to be found in the literature, 
it is not always clear that the traditional type is being referred to. In 
the writer’s experience, the familial evidence of true microcephaly is 
low; where it has been observed, a recessive type of heredity is usually 
believed to be the cause. At the present time, however, this is un- 
proved.” Halperin {126) presented three pedigrees which support the 
hypothesis that microcephaly is due to a recessive factor. 

Mental Deficiency Due to Unknown Etiologies 
Mongolism 

Mongolism represents approximately 10 percent of all institutional- 
ized defectives. The following clinical description is taken from Yannet: 

“The diagnosis of Mongolism is dependent on the invariable presence of 
severe mental retardation associated with certain pathognomonic clinical 
features resulting from a disordered growth of the skeletal system, especially 
the skull and long bones. Other findings due to defective development of 
other tissues and organs are frequent but not invariably present. The mental 
status is usually in the imbecile range. Infrequently idiocy is encountered, 
and rarely the mental status is of moron level. The disorder in the growth 
of the skull bones gives rise to most of the features which are characteristic. 
The skull is usually in the 10-20 percentile of normal circumference. It tends 
to be flattened anteriorly and posteriorly. The osseous orbits by x-ray are 
smaller than normal. An epicanthus is present in the younger child which 
differs from that seen in Asiatic races by being confined to the inner angle, 
rather than most of the upper lid. This tends to disappear after the tenth 
year. Chronic inflammatory changes involving the conjunctivae and lid 
margins are frequent. Cataracts are found in about 5-8 percent of cases. 
Strabismus is common. The external ears show frequent developmental 
anomalies. The tongue is usually protruded, due as a rule to the smallness 
of the oral cavity. It is usually fissured and furrowed except during the first 
six months of life. The nose is short, with a flat bridge due to underdevelop- 
ment of the nasal bone. In line with the general growth disorder, the teeth 
are delayed in eruption, small and abnormally aligned as a rule. The neck 
is short and broad and there is laxity of the skin at the lateral aspects. In the 
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young child, the abdomen is prominent due to hypotonia of the abdominal 
muscles. The extremities are shortened, especially the phalanges, so that the 
hands and feet tend to be broad, flat, and square. The fifth finger is propor- 
tionally small, and tends to curve inward. The second phalanx of this finger 
in about 40 percent of cases, is rudimentary by x-ray examination. The space 
between the first and second fingers and toes is increased. In the foot this is 
associated with a prominent skin crease. The genitalia are underdeveloped, 
andi the secondary sex characteristics are delayed. An interesting observation 
is the straight, rather silky quality of the pubic hair. There is no evidence 
to indicate that the Mongolian is ever fertile. The most frequent associated 
developmental anomalies are those of the eyes and heart. In the heart, defects 
of the interventricular septum are the most common anomalies. Generalized 
hypotonia is present but becomes less marked as the Mongolian gets older. 
Although considerable laboratory studies have been carried out, none of the 
findings are specific; neither do they indicate the presence of any significant 
endocrine or metabolic abnormality. The emotional development of the 
Mongolian child is on an extremely simple plane. They are easily regimented 
and institutionalized. They are usually pleasant and affectionate . . . and 
rarely exhibit temper tantrums or behavior disorders. In the absence of seri- 
ous extra cerebral defects especially of the heart, and when given reasonably 
good medical care, their life span need not be as short as has been assumed 
in the past.” ^ 

One of the striking facts which has been discovered in connection 
with the etiology of Mongolism is that the average age of mothers at 
the birth of these children is significantly higher than the average age 
of mothers at the birth of normal children in the same families or in a 
large sample of the population. Van der Scheer ( 231 , p. 103) found 
that the average age of mothers at the birth of 154 Mongols was 372 
years and at the birth of their other children it was 31.2 years. Another 
finding from the same study was that the average age of the fathers at 
the birth of the Mongol children was 39.4 years, as against 33.8 years 
at the birth of the normal children. Although it has been noted that 
Mongols tend to be the last born in a family, this is not regarded as 
an etiological factor because the increasing maternal age would suffi- 
ciently account for this tendency ( 231 , p. 104). 

Despite the large amount of research which Mongolism has stimu- 
lated, there is relatively little agreement about its etiology. According to 

^ H. Yannet, “Mental deficiency.*" In A. G. Mitchell and W. E. Nelson (eds.). Textbook, 
of pediatrics, 5th ed., W. B. Saunders, in press. By permission o£ the author and the 
publisher. 
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one theory (W), Mongolism is caused by some damage to the germ 
plasm. “This theory is mainly based on speculation following the study 
of twins, one or both of whom have been found to be Mongoloid. The 
possibility of a gametic mutation and the fertilization of an abnormal 
ovum not suited to produce a normal offspring has been suggested. 
Since it was found that there is a higher frequency of Mongolism in 
homozygotic as contrasted with heterozygotic twins, this was taken as 
an indication that the ovum or sperm is defective. However, this theory 
has been proven not to be valid in most cases, and multiple Mongolism 
is considered to occur as a result of the coincidence of several factors.” 

Another theory about the etiology of Mongolism assumes that the 
condition occurs mostly in the last child of a family especially if the 
mother is near the end of the childbearing period. A variation of this 
theory is that Mongolism may be caused by physical exhaustion of the 
mother, particularly when there have been short intervals between 
many pregnancies. Neither of these theories has gained much accept- 
ance primarily because there are many cases where the mother was 
young and there were either few or no previous pregnancies. However, 
if one assumes that Mongolism may be caused by several different 
factors, these theories may prove to have some validity. 

Another theory is based on some recent findings by Ingalls and 
Davies (146) on 7 cases. They found in 6 of the 7 cases that very early 
during pregnancy the mother had suffered from some kind of infection : 
rubella, mumps, influenza, pleurisy, etc. They concluded that maternal 
infection during pregnancy might be a causative factor in producing 
Mongolism, although they stated that if this were true only a small 
number of such cases could be so explained. As a test of this theory, 
Levy and Perry (183) studied mothers of a group of 64 Mongoloid 
children and a group of 83 feeble-minded subjects of unknown etiology. 
On the basis of their results they concluded “that intercurrent infectious 
disease occurring in the mother during pregnancy does not seem to 
have any influence on the subsequent development of Mongolism.” 
Their data did confirm previous findings that (1) ages of the mother 
and father at the birth of the Mongoloid child are relatively advanced 
and (2) the Mongoloid child tends to be the last born. As was pointed 
out previously, the fact that the Mongoloid child tends to be the last 
born may be due to the fact that the mother’s age may render her 
incapable of reproduction. Also, it may be that the mother who gives 



OTHER FORMS OF MENTAL DEFICIENCy 211 

birth to a Mongoloid child may not desire any more children for fear 
that another such child may be born. However, Levy and Perry’s data 
do confirm the relation between Mongolism and advanced age of the 
mother. 

Benda (29), on the basis of extensive study of more than 3(X) cases, 
has concluded that Mongolism is the result of insufficient functioning 
of the pituitary gland. Just as the cretin is the result of hypothyroidism, 
so “Mongolism is a congenital hypopituitarism.” Benda also maintains 
that the relatively advanced age of the mother sets the stage for an 
inadequate hormonal environment in which the embryo develops. 

“Immediately after fertilization, before the placenta is fully developed, the 
corpus luteum is of special importance and its proper function is an essential 
factor for preventing abortion and guaranteeing a proper development of 
the fetus. In the last two-thirds of pregnancy, the placenta seems to take over 
numerous endocrine functions and the importance of the corpus luteum is 
decreased. It is known that faulty corpus luteum is one of the main causes 
of abortion in the first part of pregnancy. This is primarily due either to 
dysfunction of the ovary or to insufficient production of the [luteinizing 
hormone] action of the pituitary. The pituitary reacts to a pregnancy through 
development of the so-called ‘pregnancy cells,' which are thought to produce 
some of the essential growth hormones. It is probable that in mongolism 
either the maternal pituitary or the corpus luteum itself is at fault. We have 
overwhelming evidence that the mongoloid child occurs mainly on the 
threshold of hormonal sterility, and one may call this ‘ill-finished child’ the 
unfortunate survivor of a threatened abortion” (29, p. 277). 

Yannet’s statement on page 209 that laboratory studies do not “indi- 
cate the presence of any significant or metabolic abnormality” may be 
recalled at this time to emphasize the disagreement that exists about 
the etiology of Mongolism. 

Cretinism 

Cretinism is a disease characterized by a deficiency in iodine secre- 
tion by the thyroid gland. Such cases account for approximately one- 
half of 1 percent of institutionalized defectives. The physical appear- 
ance of the cretin is superficially similar to that of the mongolian and 
the two conditions are sometimes confused. Table 22 presents differ- 
ential factors in these conditions. 

A high incidence of cretinism has been found in certain parts of 
England, Germany, and Switzerland where the water is deficient in 
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Table 22. Differential Factors in Mongolism and Cretinism ( 331 ) 



Mongolism 

Cretinism 

Recognizable 

At birth 

After 2 to 3 months 

Body growth 

Retarded 

Retarded 

Head 

Brachycephalic 

Normal size 

Eyes 

Upward, outward slant 

Puffy 

Ossens orbits 

Smaller than normal 

Normal 

Epicanthus 

Present at inner angle 

Not present 

Nose 

Small; bridge underdeveloped 

Normal 

Tongue 

Scrotal, may protrude 

thick, large, protrudes 

Hands 

Short; incurved 5th finger 

Short; square 

Feet 

First and 2nd toes widely spaced 

Short; square 

Skin 

Occasionally dry 

Very dry, pale, coarse 

Hair 

Variable 

Very dry, and coarse 

Tone 

Poor, marked joint laxity 

Unchanged 

Constipation 

Uncommon 

Marked 

Congenital anomalies 

Frequent, heart and eyes 

Umbilical hernia 

Ossification 

Slight or no delay 

Marked delay 

B.M.R. 

Normal 

Decreased 

Serum iodine 

Normal 

Decreased 

Cholesterol 

Normal 

Decreased 


iodine. However, it is not at all clear why some members of a family 
are affected while others are not. Cretinism is also found in areas 
where insufficient iodine in the water is not a factor. Penrose ( 231 ) has 
suggested that the “thyroid apparatus of some individuals is more 
subject (on account of hereditary constitution) to the ill effects of 
infective processes or lack of iodine.” There are no supporting data for 
this speculation. 


Cranial Anomalies 

Microcephaly, a cranial deformity, has already been discussed. Hy- 
drocephaly is caused by the blocking of the outlets of the cerebrospinal 
fluid from the ventricles of the brain or its failure to be absorbed. The 
head gradually swells, the ventricles enlarge, and the brain is stretched 
and flattened- In most cases that do not succumb mental deficiency 
usually results, although this is not an invariable consequence ( 29 J). 
Macrocephaly is another condition which results in an abnormally large 
head. In contrast to hydrocephaly, macrocephalics have an enlarged 
face as well as the skull; the brain enlargement is due to an overgrowth 
of supportive tissue. 
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“The cause of hydrocephaly is sometimes congenital syphilis, but 
infective basal meningitis of different origin may block up the outlets 
of the cerebrospinal fluid and cause hydrocephaly to appear in infancy. 
Internal hemorrhage due to birth injury is believed to have the same 
result occasionally. It is quite probable that there are also develop- 
mental abnormalities which may lead to the same result. Familial inci- 
dence of such cases, however, is extremely rare and nothing can, at 
present, be said about an hereditary mechanism. Macrocephaly is of 
quite unknown origin” {231, p. 129). The etiological factors in other 
very rare cranial deformities (hypertelorism, oxycephaly, scaphocephaly) 
are also unknown. The group of cranial anomalies accounts for approxi- 
mately 2 percent of the institutional population, microcephaly compris- 
ing about one-half of these cases. 

The Undifferentiated 

This grouping includes cases whose mental deficiency is due to cere- 
bral abnormalities not classifiable in any of the recognized categories. 
The imdifferentiated represent about 31 percent of the institutional 
population. 

“Its relative importance at the different mental levels is indicated by the 
fact that among an institutional population admitting all types of mental 
defectives, this diagnosis was made in 6.5 percent of the morons, 32 percent 
of the imbeciles, and 60 percent of the idiots. Except for the mental defect, 
there are no characteristic physical abnormalities. Neurologically, there is 
frequently some increase in motor tone without palsy; the deep reflexes are 
hyperactive but equal; and occasionally the Babinski responses are extensor. 
An interesting observation is the finding of extra-cerebral malformation in 
about 10 percent of this group. These include defects of the eye and skeletal 
system primarily. Convulsive disorders occur in about 10-15 percent of this 
group. The central nervous system at post-mortem examination shows a wide 
variety of developmental defects including malformations of gyri, distorted 
cellular architecture, absence or imperfect development of various cerebral 
structures, generalized or focal hypoplasias, etc. Diagnosis is made entirely 
by the process of exclusion” (331). 

Iso-lmmunization (Rh factor) 

The Rh factor is a property of the blood cells which is found in 
approximately 85 percent of all white individuals. When blood con- 
taining the Rh factor is injected into individuals whose red blood cells 



214 


PSYCHOLOGICAL PROBLEMS IN MENTAL DEFICIENCY 


do not contain this factor, a marked sensitization or immunization 
process occurs. It has also been demonstrated { 179 , 180 ) that an Rh- 
negative mother bearing an Rh-positive fetus may become sensitized to 
the Rh antigen, the antibodies built up in the mother against the 
antigen passing back through the placenta into the fetus and causing 
destruction of the blood of the fetus. This process of sensitization is 
known as iso-immunization, a process which has been established as 
the etiological factor in the causation of the syndrome erythroblastosis 
fetalis, a syndrome characterized by jaundice, rigidity or spasticity, con- 
vulsive movements, and frequently vomiting, diarrhea, and respiratory 
diiSculty. “Infants who survive these manifestations, in a severe or 
even a subclinical form, may after a period of months or years exhibit 
manifestations of a chronic neuromuscular syndrome consisting of re- 
tarded motor development, choreo-athetosis, ataxia, rigidity, spasticity 
or hypotonia, mental retardation— at times of a severe degree, emo- 
tional instability, convulsions and cortical blindness. The neurologic 
picture may vary considerably” { 323 ), On the basis of clinical observa- 
tions Yannet and Lieberman { 332 ) hypothecated that iso-immunization 
might not always result in the clinical description given above and 
therefore the underlying mechanism might go unnoticed. Such cases 
would be expected to be found among the undifferentiated category 
rather than among those in whom a clear-cut diagnostic picture is 
already recognizable. These authors were able to obtain blood samples 
from 56 mothers whose children were classified as undifferentiated and 
53 mothers of children in whom specific diagnoses could be made: 
Mongolism, infection, trauma, etc. Table 23 summarizes the findings. 


Table 23. The IncideiKx of Rh-Negative Mothers of Children with Mental 
Deficiency of Varying Etiology { 332 ) 



Total 

Number 

Mother Rh Negative 
Number Percent 

Mother Rh Negative 
Patient Rh Positive 
Number Percent 

Mongolism 

23 

3 

13.0 

3 

13.0 

Miscellaneous* 

30 

3 

10.0 

1 

3.3 

Total 

53 

6 

11.3 

4 

7.5 

Undifferentiated 

«■»/*: 

56 

14 

25.0 

11 

19.6 


Miscellaneous group includes spastic diplegia, 13 cases; birth trauma, 4 cases; postnatal 
infection, 8 cases; cranial anomalies, 3 cases; congenital cerebellar ataxia, 1 case; cerebro- 
rctinal degenerative disease, 1 case. 
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It will be seen that the proportion of Rh-negative mothers among the 
undifferentiated is significantly larger than that reported in the lit- 
erature for large random samplings and also larger than the percentage 
found in the control group. Similar differences are found if the com- 
bination of Rh-negative mother and Rh-positive child is considered. 
Yannet and Lieberman estimated that iso-immunization was an etio- 
logical factor in 3 to 4 percent of institutionalized defectives. Their 
findings have been supported by those of other investigations (27S). 

Yannet and Lieberman (S33, 334) have also presented evidence which 
indicates that mother-child incompatibility in the the major blood 
groupings (A, B, and O) may be an etiological factor in some cases of 
mental deficiency. “The clinical picture presented by these possible 
cases of ABO iso-immunization differs in many respects from that 
seen in cases of Rh iso-immunization, and suggests a possible funda- 
mental difference in pathogenesis of the fetal injury in Rh and ABO 
iso-immunization” (334). 

Other Rare Conditions 

There are a number of very rare pathological brain conditions which 
are sometimes associated with mental deficiency. Muscular dystrophy, 
Friedrich’s ataxia, Schilder’s disease, and Wilson’s disease are examples 
of forms of progressive nerve degeneration in which mental deficiency 
may be a feature {124). Another rare condition is the Lawrence-Biedl 
syndrome in which obesity, hypogenitalism, retinal defects, syndactyl- 
ism, and polydactylism are characteristic physical findings. Mental 
retardation has been considered an essential feature of this syndrome 
(22). Frohlich’s syndrome is another condition in which mental defi- 
ficiency is sometimes found (266). There is general obesity which is 
more pronounced in the abdomen and hips, the sexual organs are 
infantile in character, hands and feet appear small and the fingers are 
long and tapering, and the face is infantile in appearance. The Law- 
rence-Biedl and Frohhch syndromes have been considered due to pitu- 
itary dysfunction. 

Two Clinical Syndromes Sometimes Mistaken for Mental 
Deficiency 

One of the clinical syndromes sometimes mistaken for mental defi- 
ciency is early childhood schizophrenia {15, 32, 42, 66, 238, 327). In 



216 


PSYCHOLOGICAL PROBLEMS IN MENTAL DEFICIENCY 


such cases the child’s early years are not unusual but after this period 
there is a gradual change in his behavior. Rapport with the child 
becomes difficult, his affective reactions may be bizarre, stereotyped 
mannerisms are frequently found, withdrawal tendencies are mani- 
fested, variations in mood become pronounced, and a disturbance in 
thought processes is present. 

“An early sign of great value and perhaps of pathognomonic significance 
is the inability of the child to form any real emotional attachment to anyone 
in his environment. The child seems to have no emotional warmth and 
moves in an atmosphere of his own, isolated from all contacts. One gets the 
feeling of talking to him but not talking with him. Without being necessarily 
aloof from his fellows, he seems separated from them and unable to enter 
into any real emotional rapport. The detachment from the other human be- 
ings is not only an impression of the observer — it is evidently felt also by the 
child himself. . . . These children [tend] to continue to refer to themselves 
in the third person long after the normal age of three when such discrimina- 
tion is usually made and indeed, in later life, it is apparent that they fre- 
quently look on their own actions with a sort of distant and detached inter- 
est. Naturally they form few friendships with their contemporaries though 
they do better with adults. They pass among their seniors as shy, ‘apathetic,’ 
or sometimes merely as ‘lazy.’ They are inclined to be sensitive or submissive. 
Very often they are extremely ‘good’ children who never cause any trouble, 
are overlooked by their parents, given less and less attention because they 
seem to need so litde supervision. 

“Such a child is readily depressed and discouraged. When either in his 
environment or in his inner life things go wrong he sinks into despondency 
or bursts into tears instead of attempting to take action and such outbursts 
which may seem at first sight like typical temper tantrums differ in that 
they seem to have no externally conditioning object. 

“This detachment from environment easily and usually rapidly passes 
from a mental to a physical one and the child becomes seclusive, staying in 
his room instead of playing with other children. Very often some queer 
hobby is developed as a reason for the seclusiveness but actually it is found 
that such children spend much of their time daydreaming instead of actually 
working. Often in spite of spending an increasing amount of time on their 
studies, their schoolwork slips. 

“Peculiar mannerisms may be apparent either in simple motor phenomena 
or as behavioristic patterns. There is a tendency to use words for the sake of 
their sound rather than their meaning. 

“Thinking difficulties are somewhat harder to elicit but as the disease 
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progresses not only do the word forms become more obviously detached 
from their meanings but confusion is increasingly apparent. 

“Neurotic complaints sometimes are a prominent feature; selfishness, and 
an unreasonable regard for their property and rights is common and, in 
direct contradiction to their earlier behaviour, they may become extremely 
resentful of authority, irritable, and easily provoked to assaultiveness. Suspi- 
cions and paranoid delusions are fairly common. 

“These symptoms may merely develop slowly and insidiously over a 
period of time and gradually lead to a complete withdrawal from reality, in 
which case hallucinations of any sensory field may or may not be present, or 
they may be interrupted by an acute episode characterized by either overac- 
tivity and restlessness with an exaggeration of the bizarre behaviour or by 
posturing, rigidity or complete stupor. Usually such an episode is associated 
with sleeplessness and if the child will talk confusion of thought is very 
evident. Hallucinations frequently occur in the disturbed episodes and re- 
gressions to infantile behaviour in the habits of eating or a lapse of toilet 
training are usual and possibly even characteristic” {15), 

It is not surprising that in a psychological examination some of these 
children receive low scores and show an intellectual inadequacy which 
superficially resembles that of the mentally defective child. The psy- 
chologist who looks beyond test scores, however, does not ascribe the 
child’s peculiar behavior to the low scores but will attempt to relate 
both of these factors to the developmental history. Adherence to in- 
clusive criteria of mental deficiency enables one to obtain the data 
which serve as a basis for a differential diagnosis: Is there evidence that 
constitutional factors are the basis for the behavior Was the child’s 
retardation apparent at or shortly after birth or did the disorder become 
manifest after a period of apparently normal development? Does the 
child’s behavior seem to be due to a lack of capacity to develop normally 
or to an autistic process which prevents language and thought from 
being used m a realistic manner ? In the schizophrenic child, language, 
which may be well developed in terms of extent of vocabulary and 
articulation, is not utilized either for communication or for the purpose 
of initiating and maintaining interpersonal relations. 

Yakolev, Weinberger, and Chipman {327) have characterized the dif- 
ference between mental deficiency and childhood schizophrenia as fol- 
lows: “The difference is radical. The concept of mental deficiency implies 
agenesis of behavior in which the differentiation of all phases ... is 
more or less uniformly arrested or impeded at different stages of organi- 
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zation of the total behavior. ... In childhood schizophrenia in general, 
one deals with the dissociation of the evolved and the derived phases 
of behavior.” 

Kanner (157) described 11 children whose condition he ascribed to 
an inborn autistic disturbance of affective contact, “The combination 
of extreme autism, obsessiveness, stereotypy, and echolalia brings the 
total picture [of this condition] into relationship with some of the 
basic schizophrenic phenomena. . . . But in spite of the remarkable 
similarities, the condition differs in many respects from all other known 
instances of childhood schizophrenia.” Kanner pointed out that whereas 
in childhood schizophrenia there was usually at least two years of 
essentially average life, “the children of our group have all shown 
their extreme aloneness from the very beginning of life, not responding 
to anything that comes to them from the outside world. This is most 
characteristically expressed in the recurrent report of failure of the 
child to assume an anticipatory posture upon being picked up, and of 
failure to adjust the body to that of the person holding him.” In contrast 
to the young schizophrenic, Kanner’s cases were able to establish and 
maintain a purposeful and “intelligent” relation to objects “but are 
from the start anxiously and tensely impervious to people, with whom 
for a long time they do not have any kind of direct affective contact.” 
The course of development of these children also seems to be different 
from that found in early schizophrenia. 

“The basic desire for aloneness and sameness has remained essentially un- 
changed, but there has been a varying degree of emergence from solitude, an 
acceptance of at least some people as being within the child’s sphere of con- 
sideration, and a sujficient increase in the number of experienced patterns to 
refute the earlier impression of extreme limitation of the child’s ideational 
content. One might perhaps put it this wayt W^hile the schizophrenic tries 
to solve his problem by stepping out of a world of which he has been a part 
and "with which he has been in touch, our children gradually compromise by 
extending cautious feelers into a world in which they have been total strang- 
ers from the beginning. Between the ages of 5 and 6 years, they gradually 
abandon the echolalia and learn spontaneously to use personal pronouns with 
adequate reference. Language becomes more communicative, at first in the 
sense of a question-and-answer exerdse, and then in the sense of greater 
spontaneity of sentence formation. Food is accepted without difficulty. Noises 
and motLcms are tolerated more than previously. The panic tantrums subside. 
The repetitiousness assumes the form of obsessive preoccupations. Contact 
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with a limited number of people is established in a twofold way: people are 
included in the child’s world to the extent to which they satisfy his needs, 
answer his obsessive questions, teach him how to read and to do things. 
Second, though people are still regarded as nuisances, their questions are 
answered and their commands are obeyed reluctantly, with the implication 
that it would be best to get these interferences over with, the sooner to be 
able to return to the still much desired aloneness. Between the ages of 6 and 
8 years, the children begin to play in a group, still never u/ith the other 
members of the play group, but at least on the periphery alongside the 
group. Reading skill is acquired quickly, but the children read monoton- 
ously, and a story or a moving picture is experienced in unrelated portions 
rather than in its coherent totality. All of this makes the family feel that, in 
spite of recognized ‘difiEerence’ from other children, there is progress and 
improvement.” 

The only case in Kanner’s series who did not follow this course of 
development was a girl who at the age of five had been “dumped” 
into a training school for the feeble-minded. Her behavior was mark- 
edly different from that of the other children in the school. Over a 
period of years there was no change in it, the institutional setting 
presumably making for a continuation of her behavioral pattern rather 
than a change in it. Several of the other cases described by Kanner had 
also been considered at one time as mentally defective but their develop- 
ment was as described above. 

Whether the condition that Kanner describes is an inborn autistic 
disturbance of affective contact must be considered as problematical. 
Kanner generally saw the cases several years after birth; here again 
one wonders if the parental reports of early infancy and childhood can 
be considered valid. It should also be noted that the parents of these 
children were in some ways unusual. 

“One other fact stands out prominendy. In the whole group, there are 
very few really warmhearted fathers and mothers. For the most part, the 
parents, grandparents, and collaterals are persons strongly preoccupied with 
abstractions of a scientific, literary, or artistic nature, and limited in genuine 
interest in people. Even some of the happiest marriages are rather cold and 
formal affairs. Three of the marriages were dismal failures. The question 
arises whether or to what extent this fact has contributed to the condition 
of the children. The children’s aloneness from the beginning of life makes 
it difficult to attribute the whole picture exclusively to the type of the early 
parental relations with our patients,” 
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It would seem that before attributing the infant’s behavior to an 
inborn inability for affective contact with people, the degree to which 
parental behavior did influence the infant would have to be more pre- 
cisely determined. That parental attitudes may play an important role 
is suggested by Rank’s description (243) of four children who showed 
many of the characteristics described by Kanner. In these cases the 
mothers tended to be highly intellectual prominent people in whom 
immaturity and narcism were marked. Rank’s description of the 
psychological structure of these mothers and its effect on the child 
follows: 

“The need to be a mother, the hope and expectation that through this ex- 
perience she may become a real person capable of true emotions, is so des- 
perate that of itself it may create anxiety, ambivalence, fear of failure. 
Because she is so barren of spontaneous manifestation of maternal feelings, 
she studies vigilantiy all the new methods of upbringing and reads treatises 
about physical and mental hygiene. Her greatest fear is of ‘spoiling’ her 
child. Frequently she insists on an aseptic environment, and the child grows 
in an orderly, scientific atmosphere where routine and dietary prescriptions 
prevail. The sunshine which is radiated by the spontaneous, tenderly de- 
voted mother is missing. The result may be passive inertia of the infant or 
at the other extreme, restlessness and sleeplessness. The passive child is less 
of a threat because he does not make exaggerated demands on the mother, 
who feels constandy in danger of revealing that emotionally she has little or 
nothing to offer, that she is a fraud. Parallel with this or independently, we 
may find in her personality structure the messianic idea,’ not in the psychotic 
sense, but as a symbol of hope that through identification with the child, her 
own flesh and blood, she may experience vicariously the joys of real living, 
of genuine feeling. 

“If then, as frequently occurs, she becomes aware that this is not the case, 
she is compelled to face the fact that she is really without magic. She fights 
desperately for control, no longer of herself perhaps but of the child. The 
struggles over weaning and toilet training are generally batdes in which she 
tries to redeem herself. The child becomes the real victim — ^victim of the 
mother’s helplessness which in turn creates an aggression in her that mounts 
to destruction. The only way for the child to survive is to retreat, to with- 
draw not only from the dangerous mother but from the whole world as well. 
A world of his own is created, a world of fantasy, but of fantasy so primary, 
so repetitious, so remote from our own feelings and experiences that he ap- 
pears to us odd, bizarre, and dull intellectually and emotionally. He may 
then remain arrested in this stage, showing a scattered development, or 
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regress even further to a complete breakdown of all social patterns. He be- 
comes a restless wanderer in search of no one and no place, weaving about 
the room, swaying back and forth, circling the walls as if they were bars he 
would escape through; and he frequently does escape into the neighboring 
yard or the street, unconcerned with danger, absorbed in his own world. 
Unaware of the people he encounters, he stumbles over their feet or their 
most precious possessions. But all at once he may get panicky and in his fury 
and anguish throw himself to the ground when suddenly aware that his 
mother or mother-substitute is not at his side. It is as if he had been running 
away from her only to be able to return to her over and over. This special 
quality of pulling away and yet leaning on one, is one of his many enigmatic 
characteristics. Because he tries so desperately to be invulnerable in his own 
world, he is pathetically helpless at the same time,” 

It is Rank s conclusion that the chief source of the child’s condition is 
“the tenuous relationship with an emotionally disturbed mother.” 
Whether Kanner’s or Rank’s explanation of the condition is correct 
will probably be determined by direct observation of such cases during 
the infancy period. While these two author’s posthoc explanations are 
suggestive, they cannot be considered conclusive. 



Chapter 9 


PROJECTIVE TECHNIQUES 


In the past two decades psychologists have become increasingly aware 
of the inadequacies of traditional terminology. It has been recognized 
that words like intelligence and personality refer not to things, as do 
words like pencil and clock, but to presumed relationships between 
overt and inferred behavior. It has also been evident that the phenomena 
to which the words intelligence and personality refer overlap to a large 
extent. The confusion that results from the implicit assumption that 
these words refer to different things can be seen in the tendency to 
put one kind of psychological procedure under “intelligence’' testing 
and another under “personality” testing~~as if one procedure is meas- 
uring one kind or variety of phenomena not tapped by the other. 
Although it might be argued that the use of these words has a practical 
value, it may be said that the semantic problem is a reflection of an 
inadequate atomistic theory of behavior which is bound by the com- 
partments which it has prematurely set up. The student learns about 
intelligence in one course and personality in another, and it is the rare 
student who learns (by himself) to fit words to phenomena and not 
phenomena to words ISO). The danger involved in implicitly 
assuming that one is observing intelligence or personality as if they 
were entities is that variables which are functionally related to each 
other may be arbitrarily or unknowingly separated. 

Recognition of the inadequacy of utilizing intelligence test scores for 
^plaining individual variations in behavior can be seen in the increas- 
ing attention given projective techniques by clinical psychologists. In 
contrast to the usual psychometric procedures in which the individual 
is presented with a clearly defined task to which there is a right or 
wrong or limited way of responding, the projective technique involves 
a more or less ambiguous stimulus situation to which he can respond 
in a wide variety of ways. For example, when an individual is asked, 
“What makes a sailboat move?” (Year VIII, Stanford-Binet, 1937 , L), 
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he knows that there is a right answer which he is expected to give. He 
knows that he cannot respond with anything that comes to his mind 
and that the content o£ his response must conform to a predetermined 
right answer. When he is shown an ink-blot and is told that there are 
no right or wrong answers and that he is merely to tell what it reminds 
him of, what he sees in it, the content of his responses will be deter- 
mined more by personal (internal or subjective) factors than by cultural, 
learned standards of correctness. If one were to give the Binet question 
to a thousand eight-year-old children the variability in response would 
be a great deal less than to an ink-blot. The greater the ambiguity of 
the stimulus task the greater the opportunity for personal as opposed 
to cultural factors to be reflected in the responses, thus increasing the 
variability. In other words, the more ambiguous the stimulus the more 
the individual will endow or project on to it aspects (attitudes, fears, 
motivations, deprivations, etc.) of the content of his mental life. In most 
instances he is unaware that what he says he sees “out there” is the 
result of his own psychological processes. 

“Projection may be defined as the tendency of ascribing to the external 
world mental processes which are not recognized as being of personal origin, 
as a result of which the content of these responses is experienced as an outer 
perception. An extreme example of projection in the abnormal field is the 
mechanism of delusion or persecution. Normal manifestations of this tend- 
ency are found in the Rorschach test, for example, where the percepts re- 
ported by the subject appear to come directly from the ink-blot while in 
reality they are conditioned by attitudes and feelings which are characteristic 
of the individual and are projected into the ink-blot. For this reason, the 
same ink-blot may give rise to difierent percepts in different people” (^39). 

The Rorschach Test 

The Rorschach ink-blot test is the projective technique which has 
received the widest use in the psychological study of the mentally 
deficient. The following from Klopfer and Kelley (167, p. 370) states 
the clinical purposes of the Rorschach: 

“Another field which has been intensively studied by the Rorschach method 
is that of mental deficiency. Rorschach himself in Psychodiagnosti\ [252] 
concluded that the method is of value, not only in evaluating the intelligence 
levd but also in the estimation of grades of mental deficiency. Furthermore, 
the method, since it results essentially in an evaluation of the total personality 



224 


PSYCHOLOGICAL PROBLEMS IN MENTAL DEFICIENCY 


of the individual rather than in a quantitative determination of one par- 
ticular aspect, is of value in depicting the influence of the patient’s emotional 
life in inhibiting or expediting intellectual functions, and in demonstrating 
inherent but perhaps unrealized capacities in the personality of the subject.” 

When one contrasts the clinical purposes of the Rorschach with those 
of the Binet, it is understandable why the former has been so readily 
accepted by the clinical psychologist. The limited diagnostic value of 
the I.Q. for the understanding of a child’s behavior, its inadequacies 
in explaining individual variations in behavior, the dependence of the 
Binet on learning opportunities and academic achievement, and its 
limitations for the understanding of the role of internal or subjective 
or emotional factors in the behavioral pattern of the child — this was 
the experiential background of the clinical psychologist which made 
him so ready to employ a test whose aim is to evaluate ‘‘total person- 
ality.” Because of the increasing clinical use of the Rorschach in the 
study of the mentally defective child it is discussed first in this chapter. 

The Rorschach test consists of ten ink-blots, five of which are 
achromatic, three chromatic; two contain both chromatic and achro- 
matic colored areas. The cards are presented to the subject with the 
following instructions:^ 

“Have you ever played the game of ink-blot? You can take a piece of 
paper and drop some ink right in the middle, fold the paper in half, press 
down, and then when you open it up you can see all sorts of things there. 
Some people see this and some people see that. No two people see the same 
things. I have some ink-blots here which I am going to show you one at a 
time and I would like you to tell me the different things that you see in the 
cards. Now, remember, no two people see the same things. There are no 
right or wrong answers. I would just like you to tell me the different things 
that you see. When you are through with each card give it to me and 111 give 
you the next one.” 

After the subject has seen each card, during which time the examiner 

^ It is not the purpose of this chapter to describe the administration, scoring, and inter- 
pretation of the Rorschach in such detail so as to enable the reader to utilize the test in 
clinical practice. The reader who wishes to become competent in the use of the Rorschach 
will have to familiarize himself with the standard texts (25, 26 , 27 , 40 , 167 , 244 ). How- 
cvo". It is the writer’s experience that merely reading these texts results in a dictionary-like 
approach to the material. It is recommended that the Rorschach be learned in a clinical 
situation under the constant supervision of a competent person. As will be seen later, the 
lack of rigorous standardization and validation procedures with the Rorschach makes it 
necessary for the smdent to be very cautious in the interpretations he makes. 
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has been completely neutral and has merely recorded what he has 
said, the cards are reexposed with the following directions:^ 

“I would like to go back over the cards with you because I would like to 
know where it was in the card you saw what you said you saw and what it 
was about the card that reminded you of it. For example (re-exposing the 
first card), you said you saw . . . (here the examiner reads what the subject 
said when he had first seen the card).” 

The aim of this question period is to determine for each response: (1) 
how much of the card was used, (2) the determinants (color, shading, 
movement, form) of the response, (3) the content of the response 
(animals, humans, objects, etc,), (4) and the frequency (very frequent 
or very infrequent) of the response. In Table 24 will be found brief 
explanations of some of the Rorschach scoring categories; only those 
categories are described which are relevant to subsequent discussions. 
Below is given the psychological significance which has been tradi- 
tionally attached to some of the Rorschach factors: 

1. Form (F) Responses, ‘The principal test factor through which the in- 
dividual shows his ability to direct his thinking from his higher centers, 
i,e., with conscious attention and discriminating judgment, is the accurate 
or ‘good’ form response, the F-f- percept, . . . The more intelligent the 
individual, the higher his F+ percentage” {26, p. 19). 

2. Human Movement (M) Responses, Such responses have been consid- 
ered indicative of creative thinking and related to wish-fulfilling, fantasy 
activity. “Adults in the higher intelligence ranges produce M that are in 
nearly all instances accurate form percepts (F-|-) and that are seen in 
major portions of the figure, i.e., in the whole or in the more prominent 
details. These are the good quality movement responses, M+- As one in- 
spects the M responses in the next lower intelligence group, he will 
recognize them to be of about the same order as in the superior group, 

but there will be fewer of them The lower one goes in the intelligence 

scale, the fewer the M. But even feebleminded subjects, including those 
of the lowest grade, produce them. Their deficiency does not altogether 
preclude their engaging in some wish-fulfilling fantasy, small though the 

^ In the standard texts referred to in the preceding footnote the student will find that 
there is by no means complete agreement about the wording of the instructions to the sub- 
ject There are also differences as to when the question period or inquiry is to be con- 
ducted, some calling for it after the subject has finished with each card and others after all 
cards have been exposed. Whether these differences in instrucuons and administration pro- 
duce different results has not been experimentally determined. 
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total quantity may be, and meager in substance as each creation is” (26, 
P-23). 

3. Color Responses, “Response to color . . . presents information as to the 
individuaFs sensitivity to events known to be exciting to the healthy 

persons of his cultural group generally The undiluted color reaction, 

C, is the test’s equivalent of the uninhibited feeling experience. It is an 
infantile response mode and thus not abnormal in the very young child. 

. . . The CF or color-form response is characteristic for a less impulsive 
but still highly labile reactivity. . , . The infantile reaction trend is being 
held in restraint by the F tendency, a force out of another psychic sphere 
— ^awareness of reality. . . . The FC or form-color association is a new de- 
velopmental phase. In it F dominates C. In this reaction regard for form 
is the principal behavior determinant. The individual is activated by feel- 
ings, but even while responding to these he masters them, out of con- 
sideration for others” {26, p. 27). 

4. Whole (W) Responses, The number of W responses is considered to 
be positively correlated with the individual’s present functioning intelli- 
gence. Being able to respond to the whole card in a conceptual fashion 
with resulting good form is considered characteristic of the very intelli- 
gent person. As one goes down the intelligence scale W responses tend 
to be less well organized, vague, or undifferentiated. 

5. Vsucd (D) and Unusual (Dd) Details. “The generic psychologic value 
of the D percept lies in exposing S’s attention to the obvious; selection 
of Dd (rare detail) reflects interest in the minute, the usually overlooked 
elements. . . . Their usefulness stands out only when they are inspected 
in terms of the proportions in which D, Dd, and W contribute to the 
entire pattern. Thus W has value as an index not only of height of in- 
telligence but also of J{ind. For the relative amounts of W, D, and Dd 
tell how an individual attacks his problems” {26, p. 13). 

6. Content, “For some clue, usually not in very full perspective, as to 
personal needs, we look to the associational content. But content is in- 
formative also structurally, with reference to S’s intelligence. Evaluation 
of content must therefore take account of breadth, or the number of dif- 
ferent categories into which the content is distributed; of richness of 
originality; of quantity of human (H) and of part-human percepts 
(Hd); of quantity of animal (A) and of part-animal forms (Ad) . . 
{26, p, 41). It has generally been considered that a high animal per- 
centage (A percent) reflects stereotyped thinking or limited intelligence 
or both. “Very high percentages are found in the feebleminded, not in- 
frequently touching the maximum, 100 percent. These low grade minds 
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just do not have the mental repertory enabling them to match the blot 
stimuli with any content other than the most obvious” {26, p. 15). 

7. Organizational Activity (Z). Beck (24) observed that organizational 
activity was not restricted to W responses. He noted that such activity 
was present when the individual combined details into larger units. For 
example, an individual might respond to two noncontiguous details and 
relate them to each other in one response. Four kinds of organizations 
were identified in terms of frequency in each card and a corresponding 
sigma value given. A response which fitted into any of the four categories 
received a Z credit and an individual’s Z score was the total of these 
credits. Beck (26, p. 12) considered the Z score to vary directly with in- 
telligence and, therefore, to be an index of “intellectual energy.” 

In his original work Rorschach (252) studied the responses of men- 
tally deficient individuals to the ink-blots. He found that their protocols, 
in contrast to those of nondefectives, were characterized by responses 
the content of which frequently did not fit the area of the blot chosen 
(F — ), pure color (C) responses with little attempt at delineation of 
form, no human movement (M) responses, frequent confabulatory 
(DW) responses, few whole (W) responses, a very high number of 
animal (A percent) responses, and many oligophrenic details (Do), 
the last being a response in which the subject uses a small area of a 
body whereas others normally see the whole body. 

A question that immediately arises about these findings concerns 
their diagnostic value. Are Rorschach’s results “typical” of the defective 
Several factors indicate that they are probably not representative of 
this group. The fact that Rorschach used only 12 cases in itself severely 
limits the degree to which one can generalize from his findings. In 
addition, the psychological criteria and procedures for determining 
mental deficiency were not given and etiological factors were not 
discussed. Also, the chronological and mental age ranges were not 
stated and whether the cases were institutionalized or not cannot be 
determined. As has been indicated many times, especially in Chapter 
5, the institutionalized defective represents a small portion of defectives 
in general. The majority of defectives remain in the community, their 
adjustment being of a kind which does not bring them to the attention 
of authorities as candidates for segregation. In contrast, the institu- 
tionalized defective is one who has been unable to make a marginal 
or submarginal community adjustment; he has usually come to the 
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attention o£ authorities because o£ his social rather than intellectual 
inadequacies. It £ollows that findings obtained £rom institutionalized 
subjects cannot be considered representative o£ de£ectives in general. 

The inadequacies o£ this pioneer study are emphasized here because 
the results have been assigned normative importance by subsequent 
investigators. It is to Rorschach’s credit that he realized that his study 
was empirical and clinical and that the results could be considered only 
tentative. Although Rorschach’s findings cannot be used by the clinician 
as an aid in diagnosis, it should be noted that some o£ them are in 
keeping with our everyday observations o£ some de£ective children. 

1. The de£ective child is generally not capable of sustained conceptual 
thinking which is adapted to the reality of the situation. He tends 
to respond impressionistically, concretely, and without much critical 
reiSection or delay. In Rorschach’s findings these characteristics are 
seen (a) in the high number of responses which do not fit the area 
of the blot chosen and (b) in the inability to respond to external 
stimuli (color) in a conceptual manner — ^giving the pure C rather 
than FC type of response. 

2, In his relations to people the defective individual generally responds 
in what appears to be an emotionally superficial, limited, or stereo- 
typed fashion, personal feelings and attitudes toward self or others 
being unexpressed. In Rorschach’s findings these characteristics are 
seen (a) in the absence of those responses (human movement) 
which are reflections of internal, subjective, or personal factors and 
(b) in the very limited variety of content, animal responses pre- 
dominating. 

Despite these points of suggested correspondence between behavior 
and test findings it should be emphasized that defectives vary consid- 
erably in their behavioral pattern and that broad generalizations which 
one might make about them cannot be used as evidence of the validity 
of conclusions reached by such a procedure as the Rorschach. Not 
only do defectives vary in behavioral pattern but they differ in regard 
to the etiology of their condition as well as in such factors as cultural 
background and institutionalization. The generalizations about the 
behavior of defectives offered above are true for some but not all de- 
fectives. In order to be diagnostically helpful the Rorschach would have 
to distinguish between defectives with differing behavioral patterns and 
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would also have to demonstrate that whatever Rorschach patterns 
differentiate these groups are only rarely found among nondefective 
groups. 

Pfister (2S4) worked with 59 mentally defective adults of whom 9 
were morons, 24 were imbeciles, and 26 were idiots. This classification 
was not based on any explicit psychological criteria or procedures. Aside 
from the increase in the number of subjects, the criticisms made of 
Rorschach’s study are applicable to Pfister ’s. As did Rorschach, Pfister 
found a large percentage of poor forms, few whole (W) responses, and 
a predominance of animal forms. In contrast to Rorschach, Pfister 
found that some individuals gave human movement (M), the number 
of color responses tended to be small, oligophrenic details were by 
no means characteristic of the entire group, and shading responses 
were given. While Rorschach’s findings suggested that defectives react 
uniformly to the ink-blots, Pfister’s results indicate that this group was 
not homogeneous on the basis of their Rorschach performance. It is 
somewhat surprising that Pfister’s study has been considered by some 
(160) as corroborating Rorschach’s original observations. Since the 
etiological composition of the cases in both studies is unknown, the 
criteria for diagnosis not stated, the mental and chronological age 
ranges not given, and the number of cases too small to serve as a basis 
for generalization, it is somewhat difficult to see how the two studies 
can be legitimately compared or their results given the status of norms. 

Beck’s study (23) represents an advance over earlier ones. He used 
69 cases, all were institutionaUzed, and their intelligence level was 
determined by the Stanford-Binet (1916). His cases were not merely 


Table 25. Number of Cases at Each Mental Age Level in Beck’s Study (23) 


Mental Age Number of Cases 


2 years 6 months to 3 years 5 months 9 

3 “6 “ « 4 « 5 « ; ^ 

4 « 5 « « 5 « 5 a ‘ ^ 

5 “ 6 ** " 6 “ 5 « 6 

6 6 « 7 . . 5 „ ^ 

7^6 “ 8 “ 5 “ .16 

S ^ 6 9 “ 5 “ 9 

a ^ a in ^ 


69 
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classified as morons, imbeciles, and idiots; the mental age range was 
kept continuous from 2 years 6 months to 10 years 5 months (Table 25). 
The mean mental age was 6 years 9 months with a standard deviation 
of 2 years 3 months. Chronological ages ranged from 5 years 10 months 
to 65 years 10 months, 47 subjects being under 16 years of age. In 
Table 26 are presented the averages for various Rorschach factors at 


Table 26. Summary of Mean Response at Each Mental Age Level for 
All Rorschach Factors (23) 


Mental Age 

(In Months) W F4- A M C O Do Dr R* 


30-41 

1.33 

36.33 

60.44 

0.11 

2.05 

43.00 

0.22 

2.00 

14.89 

42-53 

1.33 

35.50 

43.16 

0.33 

1.75 

45.16 

3.16 

3.00 

21.50 

54-65 

2.29 

43.72 

49.71 

1.29 

421 

42.00 

1.14 

3.28 

27.28 

66-77 

2.33 

68.33 

44.83 

0.50 

7.58 

23.67 

0.50 

2.16 

18.33 

78-89 

3.44 

52.45 

46.22 

0.44 

5.61 

43.88 

1.67 

3.44 

29.22 

90-101 

3.56 

61.12 

59.06 

1.00 

3.68 

31.19 

0.88 

2.75 

20.56 

102-113 

4.55 

78.22 

61.56 

0.89 

3.55 

29.11 

0.22 

1.11 

18.11 

114-125 

4.86 

68.28 

65.86 

1.29 

1.50 

22.85 

0.29 

1.42 

18.71 


* R = response total for each subject. 


each mental level. In discussing Beck’s findings attention will be paid 
first to the factors which have been considered indicators of intelligence 
level: the number of whole ,(W) responses, the percentage of good 
form (F+) responses, the number of human movement (M) responses, 
the percentage of animal (A percent) responses, and the number of 
original (O) responses. 

1. Whole (W) Responses, In contrast to Rorschach and Pfister, Beck 
found ‘'a materially higher number of W’s.” The correlation of W and 
M.A. was -|"•474 with a P.E. of .06. He concluded that while intelligence 
was related to the production of W, the size of the correlation “is so low 
that we must regard intelligence as only a minor factor, or one of many 
factors.” 

2. Form (F-{- ) Responses, Beck found the mean F-f- percentage of the 
entire group to be 57.76 with a SX). of 20.2. The correlation with MA. 
was .64 ±: .051. Although Beck considered his findings “confirmatory 
of Rorschach and Pfister,” his results do not seem to substantiate such a 
conclusion. In contrast to Beck’s mean of 57.76, Pfister’s mean of 35 
seems a good deal lower. From the way in which Rorschach presented 
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his data the mean for his 12 cases seems also to be much lower. The fact 
that these investigators found that the F4- percentage and M.A. are 
positively related must be tempered by the fact that their absolute values 
are different. 

3. Animal (A Percent) Responses, The mean percentage of animal re- 
sponses was 55.4 with a S.D. of 20.8. This is not in agreement with 
Rorschach^s expectation that the mentally deficient should give an A 
percentage above 60. The correlation between the A percentage and 
M.A. was +-156 ±: .079. “In short, our results are not confirmatory of 
a prediction as high as Rorschach’s frequency of animal responses 
among feebleminded subjects, and nothing in them indicates any linear 
dependence of the number of such responses upon intelligence level” 
(23, p. 46). 

4. Human Movement (M) Responses. Rorschach’s finding that M is not 
found in the records of the mentally deficient was not borne out by 
Beck’s findings. In 55 percent of Beck’s cases there were no M’s; in 26 
percent there was one M; and in 19 percent there were two or more M. 
The correlation between M and M.A. was +.256 ±: .079. 

5. Original (0) Responses. These are responses which are found very in- 
frequently in Rorschach protocols. It can be seen that what is “unusual” 
depends on the experience of the particular examiner; the more records 
he has seen the better he can spot an unusual response. Ordinarily a re- 
sponse which is found once in every 100 records is considered original. 
Aside from the absence of any comprehensive compilation of what have 
been considered original responses, another difficulty is that some orig- 
inals are of good form (0+) and some of bad form (O — ). Because of 
these difficulties Beck felt it “inadvisable to attempt statistical treatment 
of O — as against 0+ pending more evidence in the basis of which to 
make this distinction” (23, p. 52). Beck’s mean O percentage of 35.84, 
S,D. 15.10, refers to all originals regardless of form. The correlation be- 
tween originals and M.A. was — 391 ±: .068. Beck considered his find- 
ings confirmatory of those of Pfister — ^within the defective range of in- 
telligence the higher the mental level the lower the percentage of 
originals. 

In discussing the significance of these findings Beck (23, p. 65) states: 

“The question may well be raised, however, regarding individual children 
who gave responses that materially deviate from the norm for feeble-minded.? 
How about the cases of many W’s.? high F+ percentage.? much M response.? 
Were the Binet findings inaccurate and were these cases not feeble-minded.? 
Or does the Rorschach test err in some cases sufSciendy so to invalidate its 
diagnostic usefulness.? 
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“Since there are five Rorschach indices to intellectual functioning (Whole 
responses, W; sharp forms, F-\-; inner creativity, hf; high percentage of 
stereotyped thought. A; and originality, O), it was felt that a deviation to be 
considered as genuine must occur in two or more of these categories^ and 
should be one standard deviation in the direction of higher intellectual level. 
Of such cases, there were eight or a total of 11.6 percent.’* 

A question that immediately arises from Beck’s discussion concerns 
the legitimacy of speaking of “the norm for the feeble-minded.” In 
view of the small number of cases that Beck studied at each mental level 
(see Table 25), it is reasonable to question the advisability of referring 
to the results as norms. Even the total number of cases (N = 69) 
cannot be considered a large enough sample for establishing norms. As 
one would expect from a small number of cases, the variability or 
standard deviation which Beck found for each of the Rorschach factors 
was relatively large. This large variability is due to the disproportionate 
weight which a single or a few extreme cases have when the sample 
is small. The following example using Beck's data may illustrate this 
point: 

Group with M.A. Between 30 and 41 Months 
No. of 

Case W Responses 

1 1 

2 0 

3 0 Mean (with case number 4 omitted) 

4 4 Standard deviation 

5 2 

6 2 

7 1 

8 2 

9 0 


Mean = 1.33 

Standard deviation =z it 125 

It will be seen from this example that when one is working with few 
cases a single extreme case may unduly influence the mean and the 
standard deviation. In the raw data that Beck gives in the appendix of 
his monograph, the variability at each mental age level for most de- 
terminants is considerable. If in repeating his study one were to triple 


= 1 

= ±: .866 
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or quadruple the number of cases, it would not be surprising if different 
results were obtained. It is for this reason that in the establishment of 
norms for a psychological test, such as the Binet, one of the aims has 
been to include as many cases as possible. This point is emphasized 
here because Beck considered an individual to be a “genuine” deviant 
if on two of the five intellectual factors he was one standard deviation 
above the mean. Using his “norms,” Beck found that 8 cases were 
genuine deviations. With a larger sample of cases the results might 
well be different. 

Another factor in Beck’s study which limits the degree to which one 
can generalize from the findings is that the cases were institutionalized. 
The majority of defectives are not institutionalized and those that are 
represent a “select” group. Since his cases were institutionalized and 
data about length of institutionalization are not given, it is impossible 
to determine to what extent Beck’s findings are related to this variable 
rather than to mental deficiency per se. Still another limiting factor 
in his study concerns the etiological composition of the group. Beck 
does not state how many of his cases were garden-variety defectives, 
brain-injured, undifferentiated, etc. In light of the importance of 
etiology one cannot assume that the different etiological groups would 
give the same Rorschach picture. It must also be noted that Beck 
excluded cases who gave less than 10 responses or perseverated — ex- 
clusions which make one question even more the representative nature 
of his sample. 

The behavioral pattern of the defective and the Rorschach factors 
from which it was derived may be seen in the following (23, p. 58) : 

“In the group here studied the mean C® response was 3.73; SX). 3.83. . . . 
The mean M response was 0.75, the difference between that and the mean C 
response is therefore 2.95. The ratio of this difference ... is [statistically] a 
real difference. The interpretation according to Rorschach principles would 
be that the Randall’s Island children showed a reliable difference in their 
tendency to be impulsive and exterior in their affective life, rather than intro- 
versial — z finding which certainly is not out of accord with the character of 
the feebleminded as observed by those who have had experience with them.” 

As was indicated earlier, generalizations about the behavioral pattern 

® In this study Beck did not treat the various kinds of color responses (FC, CF, C) 
sq)arate!y btit totaled them. Ordinarily, impulsmty is associated with a preponderance of 
CF and C over FC, but whether this is &e hzm for Beck's cowiusion cannot be determined. 
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of defectives usually overlook and obscure the heterogeneity that exists. 
That some, perhaps many, defectives fit the generalization cannot be 
denied; but whether the Rorschach differentiates these cases from those 
with other behavioral patterns has yet to be demonstrated. It may also 
be pointed out that the significance of the comparison between the 
sum of C and the average M is open to question because Beck did not 
obtain the relation of M to C for each individual but instead added up 
the number of such responses of the group, averaged them, and then 
compared them to each other. From such a procedure one cannot deter- 
mine the number of individuals for whom his generalization holds. 

Beck attempted to check the validity of his conclusion based on the 
M to C comparison by comparing 16 cases who were presumably un- 
stable with 13 who were stable. He did not obtain a statistically reliable 
difference between the groups in their color score. These results, like 
those of Pfister, indicate that the Rorschach did not validly distinguish 
between individuals with differing behavioral patterns. 

Other Rorschach studies (77, 94, 153, 154, 162) with mentally defective 
individuals are open to many of the criticisms which have already been 
presented. For the sake of emphasis the questions which one may ask 
about a study in this area are as follows: 

1. What criteria and psychological procedures were used in mak- 
ing the diagnosis of mental deficiency.? 

2. Were the cases institutionalized or not? If institutionalized, 
was the length of institutionalization controlled in group com- 
parisons? 

3. What was the etiological composition of the cases? 

4. Were sufficient cases used so that generalizations may be made 
with some degree of confidence? 

5. Were the range and variability of the scores given so that one 
may determine the expected frequencies of certain scores? 

6. Was the influence of chronological age determined? 

The fact that some studies control for some of these factors while others 
do not makes comparison hazardous. 

Sarason and Sarason (260) studied the heterogeneity in adjustment 
in an otherwise etiologically homogeneous group: the high-grade, 
garden-variety mental defective. The purpose of this study was to 
determine whether psychological tests could differentiate between those 
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whose adjustment was relatively good or bad. The criteria for selection 
of cases were: (1) The neurological examination was negative; (2) 
only those cases were chosen in which more than one child in the family 
was in the institution; (3) all members of a given family had to have 
a similar degree of mental defect — ^all classified in the moron or border- 
line categories. Forty cases were obtained and each was given the 1937 



Fig. 5. Number of Individuals Giving at Least One Response in Various 
Rorschach Categories. Shaded areas indicate number of cases giving minus re- 
sponses. (From Sarason and Sarason, 260.) 

Stanford-Binet (L), the Arthur Performance Scale, an electroen- 
cephalographic examination, and the Rorschach.^ All those cases who 
on the Kohs Block Designs test of the Arthur Scale had a mental age at 
least 18 months above the Binet M.A. were put in one group; those 
whose mental age on the Kohs was 18 months below the Binet M.A. 
were put into another group. With this criterion the former group 
(Kohs-alx)ve-Binet) was comprised of 11 cases and the latter (Kohs- 
bclow-Binet) of 16 cases. There was no difference between the groups 

^ ^ already been discussed on page 126. In the present chapter the Rorschach 

results will be discussed in greater detail. 
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in mental and chronological age. On the Rorschach (see Fig. 5) the 
following trends toward group differences were noted: 

1. Minus Responses. No individual in the Kohs-above-Binet group gave 
a response which could be scored minus; that is, their responses did not 
contain irrational features. Nine individuals in the Kohs-below-Binet 
group gave minus responses. One gave eight such responses, one gave 
six, three gave two, and four gave one minus response. 

2. Human Movement (M). Only two individuals in the Kohs-above- 
Binet group gave human movement responses, while nine gave such 
responses in the Kohs-below-Bmet group. 

3. Form Responses (F). Both groups gave form responses, although the 
Kohs-below-Binet group gave more on the average than the other group. 
The value of t in this instance is 2.073, which is below the 5 percent 
level of significance. 

4. Form-Color (FC). Six individuals or 54.5 percent of the Kohs-above- 
Binet groups gave FC responses, whereas six or 37.5 percent of the Kohs- 
below-Binet group had such responses. 

5. Whole (W) and Detail (D) Responses. The Kohs-above-Binet group 
gave less such responses on the average than the other group, although 
the difference cannot be considered statistically significant. 

6. Humber of Responses. The Kohs-above-Binet group had on the average 
fewer responses than the other group. The value of t in this instance is 
2.922, which is well below the 5 percent level of significance. 

7. Rejections. The Kohs-above-Binet group tend to reject more cards on 
the average than the other group, although the difference is not statistic- 
ally significant. 

Sarason and Sarason conclude: 

“The Kohs-above-Binet group seems to be the more stable of the two. 
Their social adjustment, which lacks depth, is relatively better than that of 
the Kohs-below-Binet group. Their smaller number of responses, frequent 
rejection of cards, in addition to the relative lack of spontaneity and imagin- 
ation, should not obscure the fact that what they do see in the cards is seen 
with at least average form quality and is not marred by illogical elements. 
As a group they tend to react conventionally and cautiously to situations, 
seemingly overcontrolled emotionally so that their quiet, dull appearance 
may easily allow one to miscalculate their capacities. In the institution they 
are the ‘good’ boys and girls who conform to their program quietly but well. 
Not one of this group has ever been in need of other than ordinary discipline; 
ail are well liked by other patients and employees; and their work records 
are for the most part very good. 
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*‘The Kohs-below-Binet cases cannot be delineated as clearly in a com- 
posite picture as the other group. As a group they tend to be more introver- 
sive, have less adequate emotional control, and are more irrational. The 
institutional records of this group are in marked contrast to those with 
Kohs-above-Binet. Not only do they have poor work records but their be- 
havior in many cases has necessitated frequent, extraordinary, disciplinary 
action. Irregular sex behavior, runaway, stealing, laziness, extreme childish- 
' ness, silliness, and incorrigibility are some of the characteristics noted in their 
records. Not only are they considered as poor parole possibilities but when 
three of this group were paroled they had to be returned after a short time 
to the institution.” 

The Rorschach findings by Sarason and Sarason are suggestive of 
the following: (1) Within a group of defectives who are etiologically 
homogeneous there are marked differences in behavioral pattern; (2) 
differences in behavioral pattern (using extreme groups) are associated 
with different Rorschach patterns; (3) the number of human move- 
ment (M) and whole (W) responses is not a reliable indicator of 
intellectual efficiency since these responses appeared less frequently in 
those cases that did best on tests of conceptual thinking (see p. 237) 
and whose vocational efficiency was relatively good; (4) the number 
of minus or poor forms seems to be negatively correlated with in- 
tellectual efficiency. 

In a subsequent study with a group of cerebral palsy cases Sarason 
and Sarason (261) corroborated the above findings (see p. 176). Their 
results emphasize not only how heterogeneous defectives are but, per- 
haps more important, that even within one etiological grouping 
heterogeneity in behavior pattern is marked. It should be remembered 
that these studies involved relatively few cases, extreme groups were 
used, and all were institutionalized. Further research is necessary in 
which larger groups will be used, institutional and noninstitutional 
cases studied, and more specific behavioral criteria employed. 

Werner (314) studied two etiological groups of defective children, 
the endogenous or garden-variety and the exogenous or brain-injured, 
on Rorschach performance.® There were 19 cases in each group and 
each member of one group was closely matched for menti age and 
I.Q. with a member of the other group. Werner’s administration of 
the Rorschach differed from the usual procedure in two respects. First, 

® The aidc^seaotis-cxogotious typology is discussed in Chapters 2, 3, and 5. 
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whereas the subject is usually questioned about his responses after he 
has gone through the ten cards, Werner questioned after each card. 
^‘These children frequently have a short memory span; it was not 
expected of them to remember their responses to a card too well, after 
other cards had been presented to them” { 314 , p. 54).® The second 
difference in procedure was the fact that Werner “probably prodded 
the children for responses more frequently than would many exam- 
iners” { 314 , p. 54). It can be seen that these differences in administra- 
tion make comparison with other studies difficult. 

Table 27 lists some of the major differences which Werner obtained 
between the two groups. On the basis of this and other studies (see p. 


Table 27. Differences Between Exogenous and Endogenous on 
Certain Rorschach Factors { 314 ) 



Exogenous > Endogenous 

Exogenous < Endogenous 

1. Number of responses 


P = .01 

2, Percentage of whole 



(W) responses 

P"= .01 


3. Percentage of usual 



details (D) 

P = .03 


4. Percentage of tiny 



details (dd) 


11 

o 

5. Percentage of oligo- 



phrenic details (Do) 

11 

o 


6. Percentage of white 



space responses (S) 

P = .01 


7- Percentage of animal 



movement responses (FM) 

P = .01 

8. Percentage of pure 



color (C) responses 

P = .01 


9. Percentage of good 



form (F4-) responses 

P = .01 


10. Percentage of original 



(O) responses 

P = .01 


1 1 . Percentage of poor orig- 



inal (O—) responses 

P = .01 



® The probability values were obtained from a chi-square analysis. 


116), Werner concluded that the brain-injured defective differed from 
the garden-variety individual in the following “general traits” { 314 , 
p- 107): 

® Investigators using the usual procedure of administration with defectives did not note 
that their subjects had difficulty in remembering their responses. 
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1. of integration of elements into more comprehensive configuration 
has been previously shown to characterize sensori-motor performance of 
brain-injured children. Indications of disintegrative tendencies [in the 
Rorschach] are the predominance of piece-like oligophrenic detail re- 
sponses (Do, Hd, Ad). 

2. ^^Forced responsiveness to sensory stimulation or lac\ of sensory control 
is a well-known symptom of a brain-injured organism. Reactions to per- 
ceptually conspicuous areas such as white parts may be considered a re- 
sult of this behavior. Reversals in the normal relationship of figure and 
background appeared in the ink-blot situation as a tendency of brain- 
injured children to reach to the white spaces. 

3. *'Lac\ of affective-motor control demonstrating itself clinically in hyper- 
activity, outbursts, etc., was evidenced in the Rorschach test by abnor- 
mally strong reaction to color, and by a relatively small number of move- 
ment responses. 

4. *^Imc\ of associational control conveyed itself in the Rorschach test — as 
on previous conceptual tests — in the tendency of the brain-injured chil- 
dren toward strange and fantastic interpretations (O — responses). 

5. Meticulous behavior has been observed on all previous tests with many 
of the brain-injured children. Meticulosity of these children was evident 
by their attitude toward the ink-blot test: they took the task more liter- 
ally than the other group, were often apologetic for an interpretation, if 
it did not completely fit the object. This meticulosity was probably par- 
tially responsible for their higher number of whole and plus form re- 
sponses. 

6. ''Pathological rigidity: i.e., inability to shift, perseverations, are known 
to be symptomatic of brain-injury. Since rigidity, however, is not only a 
pathological trait but is characteristic of mental deficiency in general, it 
is not surprising that quantitative diSerences between the two groups 
have not been found. The form percentage was equally high with both 
types, indicating a high degree of rigidity. Similarly, perseverative tend- 
encies in general were equally frequent with the two groups. On the 
other hand, there were some indications in the records of the brain- 
injured children of a pathological form of rigidity. In view of earlier 
studies, it seems reasonable to interpret the small total number of re- 
sponses of these children as being at least partly caused by inflexibility 
in the shift from one interpretation of the ink-blot to another one. 
Furthermore, whereas the repetitive responses of the endogenous chil- 
dren were exclusively in the nature of a superficial stereotypy, the (very 
few) occurrences of perseverations caused by a deep-set inflexible mental 
attitude appeared only in the records of brain-injured children.” 
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In earlier sections of this book some questions were raised about the 
validity of the criteria for brain injury employed by Werner and 
Strauss J Aside from the question of the validity of the criteria it was 
also pointed out that in some of their studies it was difficult to determine 
how much overlap there was for a given kind of behavior between 
individuals in the two groups. In other words, how many individuals 
in the endogenous group responded in the same way and to the same 
degree as individuals in the brain-injured group? In Werner s Rorschach 
study, for example, it was shown that 20.7 percent of all responses of 
the brain-injured group were of the whole (W) variety, in contrast to 
14.9 percent in the endogenous or garden-variety group. These per- 
centages do not tell one how many individuals m the brain-injured 
group gave as many or as few such responses as individuals in the 
other group. If whole responses are to be given discriminatory value, 
one would have to have the data in terms of individuals. It may be, 
for example, that a few individuals in the brain-injured group are 
unduly influencing the percentage. Since only 19 cases were studied, 
one or two extreme cases can have such an effect. As was also pointed 
out earlier (p. 121), Werner’s use of chi-square (see Table 27) is not 
justified because an assumption basic to the use of chi-square is that 
each entry in a cell be independent of all other entries in that cell — an 
assumption not met when one enters responses and not individuals in 
a cell. Since Werner used chi-square in this manner, one must be 
skeptical about the validity of his interpretations. 

Werner’s findings that the brain-injured, in contrast to the endogenous 
cases, give fewer responses, a higher percentage of good form responses, 
and about the same number of human movement responses seem at 
variance with the findings of Sarason and Sarason previously discussed. 
They found that some endogenous cases (Kohs-above-Binet) in whom 
there was no evidence of brain injury gave significantly fewer responses, 
more good form responses, and less human movement responses than 
other endogenous cases (Kohs-below-Binet) in some of whom there 
was suggestive evidence of brain injury. Werner’s finding that his 
brain-injured group gave proportionately more good form responses 
is not supported by the results of other studies (229, 222, 2i7) of brain- 

It is pointed out again that the exogenous cases studied by Werner and Strauss “were 
free from gross motor defects. Their mam overt sign of bram injury was mental impair- 
ment, not disturbance of gross motor function” { 314 , p. 53). 
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injury cases, defective or otherwise. Werners explanation that the 
brain-injured “frequently displayed pedantic and critical behavior 
whereas endogenous children showed less concern about their inter- 
pretations” seems to be a restatement of the findings (higher F+ 
percentage) rather than an explanation. While one would expect criti- 
calness in the healthy organism to result in form responses of high 
quality, one would not expect a brain-injured, defective organism to 
utilize such an attitude in an efficient, conceptual manner — at least no 
more so than the nonbrain-injured defective individual. Another ex- 
planation offered by Werner is “that the brain-injured children, though 
of the same mental age level as measured by a Binet test, actually 
function on a superior level, in comparison with the endogenous chil- 
dren.” This also seems to be a restatement of the findings rather than 
an explanation of them. No objective non-Rorschach evidence for the 
statement is presented. At least one other explanation is possible. In 
light of their relatively high good form percentage (F+), which 
Werner noted was well above that ordinarily found in defectives, the 
efficient conceptual thinking which such a performance represents casts 
doubt on the diagnosis of brain injury. It should be emphasized that 
F+ is a reflection of an individual’s ability to mold his perceptions in 
a conceptual and realistic manner -to the areas of the blots chosen for 
the responses. The possibility that some of the exogenous group do 
not possess a brain injury can be decided only by further research. 

In recent years the psychological pendulum seems to have swung 
from the Binet to the Rorschach as the basis for a diagnosis of mental 
deficiency. Several studies have appeared in which the evaluation of 
intellectual capacity based on the Rorschach has been considered more 
vahd than that based on the Binet or other standardized psychometric 
procedures. Where discrepancies between the Binet and Rorschach have 
been found, the Rorschach indicating higher capacity, it has been inter- 
preted as an indication that affective factors are interfering with full 
utilization of capacities. Sloan {274), for example, was concerned “with 
the problem of determining whether certain personality disturbances 
may appear to be mistaken for mental deficiency.” He used two groups 
who differed only in I.Q. range, a defective group {N = 26) ranging 
from 44-79 and a nondefective group {N = 24) ranging from 80-100. 
Before institutionalization the nondefective group was considered to 
be defective by a judge and two physicians. “Evidently their social 
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adjustment was sufficiently lacking to the extent that it resembled that 
of a mentally defective.” The two groups were given the Rorschach 
and the record of each subject was evaluated in light of ten signs gen- 
erally considered to be indicative of mental deficiency. The “norms” 
and the basis for their selection are given in Table 28. Sloan determined 
the extent of each subject’s deviation from the “typical” pattern. The 
median number of deviations was 4.5 and 5.0 for the nondefective and 
defective groups respectively, the difference not being significant. The 
five factors which showed the most frequent deviation in the direction 
of higher functioning were A percent, F+ percent, F percent, R> 
and Z. Sloan concluded that “on the basis of these five most frequently 
deviating factors, one may suspect absence of mental deficiency when 
the Rorschach pattern shows a preponderance of these signs,” and also 
that “personality disturbance” may be presumed to be present in both 
groups. 

The steps whereby Sloan reached his conclusions are not clear and 
bear examination. Assuming at this point that there is a “characteristic” 
defective pattern on the Rorschach, the underlying assumption in his 
study, it can be concluded from the obtained deviations that both groups 
are not mentally defective. Sloan seems to reason that if one group, the 
nondefectives, show a particular pattern on the Rorschach, and another 
group, the defectives, also show the same pattern, then the latter may 
take on the characteristics of the former and can also be considered 
nondefective. Such a conclusion does not seem tenable. In the absence 
of evidence to the contrary, it appears reasonable to assume that the 
defective subjects on whom the accepted" norms were based were 
similar in composition to Sloan s own defective group. Yet Sloan* s de^- 
fective group differed significantly from the defectives on whom the 
norms were obtained. From these findings one might well question the 
validity of the original norms^ It has already been shown that the 
reported Rorschach norms are probably neither valid nor reliable 
enough for clinical use. It may well be that in future studies of adequate 
and representative samples of the defective population the degree of 
deviation which Sloan obtained will fall within the range of the char- 

8 A hypothetical example from another field may serve to make this point clearer. Let 
us say there is a test on which schizophrenics are supposed to perform in x fashion. One 
then studies a group of schizophrenics and finds that his group does not perform in x 
fashion. Although he might be tempted to assume that the group was not schizophrenic, he 
might more jusufiably assume that x fashion is not reliably characterisuc of schizophrenics. 
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acteristic performance for such groups. It may also be that the Rorschach 
cannot be used for distinguishing defective from nondefective function- 
ing. In any event one must agree with Sloan that “obviously, extensive 
research is both necessary and desirable for establishing norms for de- 
fectives and for refining the criteria tentatively proposed here as having 
diagnostic value for differentiation of mental deficiency and other 
clinical entities.’’ 

A study similar in purpose to Sloan’s is that of Jolles (152): “We 
have to investigate the importance of personality adjustment as a factor 
in the etiology of mental deficiency.” Jolles’ 66 subjects were children 
between the ages of 10 and 15 with I.Q.’s between 65 and 79. Each 
child had been referred to a school psychologist in order to determine 
whether or not he should be placed in a special class. Jolles divided his 
cases as follows: “In Group I we have all the cases whose Rorschach 
patterns indicate clearly that these subjects are normal in mental ability. 
In Group II are placed all subjects whose Rorschach records include at 
least one factor which might possibly suggest normal mental ability 
although the pattern as a whole would suggest severe mental retarda- 
tion. In Group III we have all cases whose Rorschach patterns give us 
no indication of normal mentality.” The Rorschach signs contrain- 
dicating mental deficiency are nowhere explicitly stated by Jolles, but a 
close reading of his case studies indicates that the giving of M responses, 
a high Z or organization score, good W responses, “normal” interest 
range, and an F+ percentage around 60 were the Rorschach signs 
employed. Unfortunately, he does not state the exact extent of each 
sign that must be present in order to warrant calling it a “non-defective” 
sign. According to his analysis, 14 cases fell in Group I, 28 in Group II, 
and the remainder in Group IIL^ Jolles’ conclusions may be seen in 
the following: 

“In each of the 66 cases of this study we find that the Rorschach test reveals 
a severe emotional disturbance. There are many cases of anxiety neurosis, a 
number in whom there are definite schizoid trends, and many who present 
mixed symptoms of feelings of inferiority, depression, compulsions, and 

® The first question which may be asked is why these cases were called familial. In order 
for the cases to fall in the familial category it would have to be demonstrated (1) that the 
neurological examination was negauve and (2) that the parents and siblings were on a 
similar mental level as the patient. Smce no medical histories were available and the parents 
and siblings were not observed, the diagnosis of familial deficiency does not seem war- 
ranted. 
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Other forms of personality disorder. This raises several issues which may 
affect our concept of mental deficiency. The cases in Group I illustrate the 
fact that there is, perhaps, a greater incidence of normals functioning as 
mental defectives than clinicians have believed to be true, for many of these 
cases would not have been recognized without the use of the Rorschach test 
or some other projective technique. The cases in Group II bring out the 
possibility of an even greater incidence of such cases. 

*‘The cases in Group III raise an even more crucial issue: Are these chil- 
dren, whose LQ.’s and Rorschach patterns indicate mental deficiency, really 
potentially normal in intelligence? Could it be that the anxiety states and 
other emotional disturbances found in these children distort their person- 
alities to such an extent that we are unable to discover their normal intellec- 
tual potential? Or are they mental defectives in the usual sense of the word 
and the personality disturbances merely coincidental with or caused by the 
retarded intellectual development? If there was at least one case among these 
66 children in which the emotional disturbance was not severe, then the 
latter hypothesis might be preferred. However, such is not the case, and, 
therefore, it is essential for us to recognize the possibility that the former 
hypothesis may be the more acceptable one, although this study is too limited 
in scope to make it conclusive” {152, p. 186). 

A serious limitation to Jolles’ study is his assumption that the 
Rorschach signs indicating mental deficiency have a high degree of 
validity. Since Jolles relied entirely on Beck’s studies, the limitations 
of which have already been discussed, one may question the validity of 
Jolles’ conclusions. It should be pointed out that Jolles assumed that the 
signs contraindicating mental deficiency were each of equal importance, 
an assumption for which there is no evidence. For example, an F+ 
percentage below 60 was considered by Jolles to be compensated for by 
a ‘‘good” W response, although Vernon’s review {303) of the literature 
indicated that the F+ percentage was by far the most valid Rorschach 
indicator of intelligence. It is interesting to note in this connection that 
7 of the 14 cases in Jolles’ “mentally normal” group had F+ percentages 
at or below the critical point; in the “possible” mentally normal group 
(according to the Rorschach) 16 of the 28 cases had an F+ percentage 
at or below the critical point. Jolles’ use of the human movement 
response (giving more than two) as contraindicating mental deficiency 
is questionable because, as Beck pointed out, contrary to Rorschach, 
some defectives do give two or more human movement responses. 
To assume that two movement responses indicate mental deficiency 
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while three do not is to assign a questionable degree of importance to 
a difference of one. 

A serious limitation in Jolles’ procedure is that he used some Ror- 
schach signs (W, M, populars) in terms of absolute scores. For example, 
do three M responses in a record of 15 responses have the same signifi- 
cance as three in a record of 30; does one good W in a record of 15 
responses mean the same as one in a record of 30? The Rorschach 
literature is replete with examples of researchers finding that raw 
scores did not have as good discriminatory value as when they were 
expressed relatively. For instance, when F+ responses are not ex- 
pressed in terms of a percentage of all F responses, their diagnostic 
value is very slight. 

That the Rorschach signs which Jolles used may not discriminate 
between defective and nondefective intelligence can be seen by his 
presentation of 8 problem cases with average LQ.’s. In each case the 
Rorschach signs contraindicating mental deficiency were absent. Jolles 
concluded, however, that these cases “for all practical purposes” may 
be considered mentally deficient. It would seem that one is equally 
justified in concluding that the Rorschach signs employed may not be 
as discriminating between mental levels as Jolles believed. It will be 
remembered that a similar conclusion was offered in the discussion of 
Sloan’s study. 

Jolles’ conclusion, similar to Sloan’s, that mental deficiency is a sign 
of personality disturbance, seems to be based on two lines of reasoning. 
First, the fact that an individual is defective on psychometric tests but 
not on the Rorschach indicates that some personality disturbance must 
be present that is interfering with expression of intellectual capacity. 
As has been pointed out, this argument rests entirely on the question- 
able assumption that the Rorschach signs are valid. Second, the fact 
that some of these psychometrically defective cases give a Rorschach 
record containing features similar to those found in records given by 
schizophrenics indicates that the former have some of the personality 
characteristics of the latter. This seems to be reasoning by analogy. All 
folks’ data may indicate is that some of his cases gave some schizo- 
phrenic-like responses. It does not follow that these responses have 
the same significance for both groups. Jolles’ reasoning is akin to 
saying that since schizophrenics show a disturbance in conceptual think- 
ing, any individual who shows such a disturbance is schizophrenic or 
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has such tendencies. Jolles does not explain why some schizophrenics 
do not have the “characteristic” Rorschach signs. That mental deficiency 
may be a sign of personality disturbance is an intriguing assumption, 
but Jolles’ data do not offer relevant proof. Other studies (125, 151) 
similar in design to those of Sloan and Jolles have the limitations just 
discussed. 

Another feature of Jolles’ study deserves discussion. Was there justi- 
fication before the Rorschach was administered for assuming that the 
cases were mentally deficient? The fact that they obtained low test 
scores does not constitute an adequate basis for the diagnosis of mental 
deficiency. Were these cases socially adequate for their age? Was there 
evidence that they were always retarded? Could one assume that 
environmental factors were not related to the intellectual inadequacy? 
Did Jolles conclude that the condition of these children was incurable 
and that therapeutic procedures were not indicated? The data for 
answering these questions are not given. It may well be that with 
more comprehensive data about his cases Jolles would not have labeled 
them initially as mental defectives. Although he felt that without the 
use of the Rorschach the normal capacity of many of his subjects would 
not have been detected, it may be said that utilization of inclusive 
criteria of mental deficiency might also have indicated the presence of 
pseudofeeble-mindedness. 

It is interesting to note that the psychological pendulum seems to 
have swung markedly. Whereas formerly the I.Q. was the sole basis 
for a diagnosis of mental deficiency, the Rorschach seems now to have 
been given this Herculean task. It may be anticipated that just as the 
uncritical acceptance of the LQ. proved embarrassing to the psychologist, 
so will the Rorschach be shown to have limitations. It is indeed sur- 
prising how in the clinical literature little can be found about the 
limitations of the Rorschach. It cannot be denied that the problems to 
which the Rorschach has been applied are extremely important from 
a theoretical and practical point of view; the relation between “per- 
sonality and intelligence” remains a central problem in clinical psy- 
chology. The Rorschach may give a better picture of this relationship 
than any other single technique. But until this has been demonstrated 
by scientific procedure and control, the value of the Rorschach remains 
an open qucsaon. 

The studies which have already been discussed are largely concerned 
with the problem of determining intellectual level and capacity by 



249 


PROJECTIVE TECHNIQUES 

means o£ the Rorschach. As was stated previously, comparing the Ror- 
schach results to some kind of validating criterion was not a methodo- 
logical feature of these studies. Patterson and Magaw’s study ( 228 ) 
compared the behavioral pattern revealed by the Rorschach with an 
external criterion: a personality sketch of the individual written by a 
trained observer- The subjects were 30 institutionalized defective boys 
from one cottage, ranging in LQ. from 37 to 79. The Rorschach was 
administered by a person who had no contact at any time with the 
subject other than during the Rorschach test period. None of the 
personality sketches written by the observer were read by the experi- 
menter until after the Rorschach interpretations of all the subjects had 
been made, 

“The personality sketch was based upon observation of the boy in ques- 
tion. The author of the personality sketches acted as an assistant supervisor 
of the cottage and had served in this capacity for a period of six months be- 
fore any of the sketches were written. As an additional check upon his 
observation, he copied excerpts of opinions which had been recorded in the 
boy’s clinical folder by the teachers, cottage workers, work supervisor, social 
worker, mental hygienist, and psychiatrist. The results of intelligence tests,, 
performance tests, and educational achievement tests were also taken from 
the clinical folder. Ail reference to the physical appearance was omitted from 
the sketch, and, although reference was occasionally made to unusual inci- 
dents, no attempt was made to write a history of the boy’s development.” 

The 30 subjects were arranged by the writer of the personality 
sketches into groups of five. A matching technique was then employed; 
the writer of the personality sketches matched the Rorschach interpre- 
tations against his sketches, and the Rorschach tester matched the per- 
sonality sketches against the Rorschachs. The following results were 
obtained: 


Number of Correct Matchings 


Group 

Tester 

Observer 

I 

2 

3 

II 

3 

3 

III 

0 

5 

IV 

1 

3 

V 

1 

3 

VI 

5 

5 

Totals 

12 

22 
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For both the tester and observer the number of correct matchings was 
significantly better than chance expectations, although the observer 
obviously did better than the tester. According to Patterson and Magaw, 
*‘The most probable explanation of this discrepancy that has occurred 
to us is that the observer knew more about the boys than he could 
possibly have conveyed in the personality sketches and consequently 
had more cues than the tester upon which to base his judgments. Since 
he possessed also some familiarity with the Rorschach technique, he 
had the further advantage of being able to make additional interpre- 
tations from the [Rorschach] psychogram.” The authors conclude that 
'‘the test has sufficient validity to be used in the diagnosis of personality 
problems of individuals within this group.” It should be noted that 
although the number of correct matchings made by the observer was 
high, the basis for his success cannot be determined. It would have 
been interesting to know what Rorschach cues he utilized which 
enabled him to match so much better than the tester. If the interpretive 
procedures of the observer could have been determined, valuable data 
might have been obtained about the relative value of the various 
Rorschach factors for an interpretation. Similarly it would have been 
helpful to know the interpretive procedures of the tester. The results 
of this study suggest that the validity of the Rorschach interpretation 
depends to an unknown extent on the interpreter. It is interesting to 
note that Patterson and Magaw found very little relationship between 
the actual LQ. and the intelligence level estimated from the Rorschach. 

Abel (5, 6) applied the Rorschach to the problem of determining 
the factors making for agreement and disagreement between school 
performance and intelligence rating among institutionalized defective 
girls. Fifteen pairs of moron white girls were matched for LQ. and 
chronological age. There was a difference in school placement of two 
or three grades between the members of each pair. Abel found that 
“the better educational group gives the kinds of responses associated 
with greater integration of inner life (M, FM), more adequate control 
of environmental stimuli (FC), greater maturity as expressed by 
human content responses (H and Hd), and greater awareness of reality 
(Popular answers). Oertainly these^ aspects of mental functioning are 
favorable to learning and adjusting to the school situation. The poorer 
group conversely reveals different aspects of mental functioning, greater 
withdrawal from a difficult situation (rejection of cards), less clear-cut 
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and more confused perceptions (F — ), greater egocentricity and stimu- 
lation from the external environment without adequate control of the 
situation (CF, C responses) and a more varied content (more responses 
in other categories than H and A)” (6). An additional finding of Abel 
was that there were more cases of possible brain damage in the lower 
educational group than in the higher one. One of the interesting 
features of this study is that it indicates the heterogeneity (educa- 
tionally, neurologically, and behaviorally) among defectives of similar 
mental level. This heterogeneity among individuals of similar Binet 
level is probably one of the reasons why the standard deviations for the 
means of the Rorschach factors for a given mental level have been 
found high. It is not surprising, therefore, that attempts to correlate 
Rorschach factors with mental level have not been successful. While 
the Rorschach does not seem to differentiate between mental levels, 
it does seem to have value for differentiating between groups with 
objectively determined behavioral differences. Even this conclusion 
must await further research with larger numbers of cases in order to 
determine how valid Rorschach interpretations and predictions are in 
the individual case. 

Until the necessary large-scale research is done, the value of the 
Rorschach as a diagnostic tool in mental deficiency must be questioned. 
In such research it will be necessary to judge Rorschach results by valid, 
reliable, comprehensive, non-Rorschach criteria. Clinical impressions 
and discrepancies with Binet scores are hardly adequate criteria for the 
validity of a Rorschach interpretation. If the Rorschach indicates a 
higher intellectual capacity than the Binet, detailed observations of 
behavior and the results of remedial or therapeutic procedures can 
determine which test is the better diagnostic tool. Wittenborn and 
Sarason (i25) have indicated that defectives who give “good” responses 
not ordinarily expected by their Binet score are no more efficient or 
productive in their everyday functioning than those of similar level who 
do not give such responses. Their observations, however, were of a 
clinical nature and are only of suggestive value, emphasizing the need 
for reevaluation of “accepted norms” and the necessity of research. That 
traditional Rorschach signs, derived largely from work with nonde- 
fective groups, may not be applicable to defectives is indicated by 
Sloan’s study (275) of the differences between a group of institution- 
alized defectives who had adjusted successfully on placement and a 
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group who had not. Seven Rorschach criteria considered by Beck to be 
prognostic of successful adjustment did not distinguish between the 
successful and unsuccessful groups. 

Sarason { 258 ) has cautioned about utilizing results obtained from 
normals; 

‘‘Results obtained on these tests from normal groups must not necessarily 
serve as validating criteria for data obtained from defectives. It should con- 
stantly be kept in mind that the defective child has usually had an unfor- 
tunate personal, social, and economic background, and encountered environ- 
mental pitfalls to which most normals have not been subjected. As a result, 
the defective child, especially the institutionalized one, more often than not 
approaches the test situation with fear, timidity, anxiety, or a feigned indif- 
ference; and the clinical psychologist must employ all his ‘psychology’ if he 
is to get from the defective child maximum effort and representative func- 
tioning. For example, it is standard procedure on the Rorschach for the 
subject, after he has told the examiner the different things he has seen in each 
of the ten cards, to be questioned as to where on the card he saw what he 
did, and what it was about the blot that made him think of it. It became 
apparent in the writer’s work with institutionalized defective children, how- 
ever, that when the patient was asked to point out precisely the section of 
the blot he was using, he would sometimes become vague, uncertain, and 
unable to make up his mind. If the examiner should finally point to a section 
of the blot and ask if it were being used in the response, suggestibility might 
well be manifested. Such reactions might be interpreted as being either the 
result of intellectual deficiency and/ or the result of the fact that one is dealing 
with the much-tested child who is conscious of the importance of the ‘brain- 
test’ and is fearful of giving the wrong answer. Some light is thrown on this 
problem by the fact that if before any questions are asked the child is told to 
trace what he sees, less indecisiveness is shown and one obtains a clearer pic- 
ture of what was intended than if questions are asked which may be inter- 
preted by the child as indicating that the response was incorrect.” 

Since the evaluation of the form accuracy of Rorschach responses gives 
important data about the degree of “reality testing” present in the 
individual, it would seem that evaluation based on tracings would be 
affeaed less by the examiner’s errors of judgment than when the 
individual’s verb^ations are the sole data available. 

The Thematic Apperception Test 

The HieHiatic Apperception Test (TAT) { 218 , 219 ) is a projective 
tiechniq[ue which has also teen used with mentally defective individuals. 
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It consists of a series of 20 pictures for each of which the individual is 
asked to make up a story. The content of the stories, especially the 
behavior of the “hero” or central character, furnishes important clues 
about the thoughts, feelings, and attitudes of the storyteller. Like the 
Rorschach, the TAT attempts to describe the behavioral pattern of 
the subject. Unlike the Rorschach the TAT has not been generally 
considered a test which can be used for determining intellectual level. 
In a study of psychotic patients (I.Q. range 73 to 136), Rotter ( 253 ) and 
Harrison ( 128 ) found a correlation of .78 between Binet I.Q. and 
estimate of level from the stories based on such criteria as “range of 
interests and general knowledge, types of stories told, whether the 
interpretation was bare or well-knit, productivity, vocabulary, and 
originality as opposed to stereotypy.” Although these investigators felt 
that their results “pointed to the possibility of I.Q. estimation with a 
fair degree of accuracy from a Thematic analysis,” research along 
these lines has not appeared. 

Masserman and Balken ( 194 ) were among the first to apply the TAT 
to the mentally deficient. They did not report any cases or systematic 
findings but merely noted “that the phantasies of mentally deficient 
patients show a characteristic naivete of material and dearth of 
imagery.” Superior subjects, on the contrary, “produce phantasies rich 
in novelty and creative invention.” Sarason (257) used the TAT with 
25 institutionalized mentally deficient children, the majority of whom 
were of the garden-variety type. He found that such children generally 
gave plausible and coherent stories, although it was sometimes neces- 
sary for the examiner to repeat the directions and to make up a story 
for the first picture of the series as an illustration. Among the girls that 
he studied Sarason found that the two themes which occurred most 
frequently in their stories were concerned with feelings of aggression 
and desire for affection. 

“It may seem paradoxical that these two seemingly antithetical thema 
should be found in such frequency, but logical analysis will reveal that one 
is a function of the other. It is not unusual in working with children to find 
that the aggression displayed by many of them stems from a situation in 
which affection was desired and given, but none obtained in return. The 
child, for example, who is suddenly displaced by a younger sibling feels such 
a lack of affection keenly and the aggression displayed by him toward the 
sibling and parents is a means of revenge, on the one hand, and an assertion 
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o£ a desire to remain in the superior position, on the other. Aggression is 
used here as retribution for something not received. Thus the mentally defi- 
cient child, made to feel different from others, unable to compete on equal 
terms for the attention and afiection of others, unconsciously grasps aggres- 
sive means as a way of breaking through a maze of frustrations.” 

Other themes which occurred frequently concerned rebellion against 
the parents, feelings of guilt, and feelings of loneliness.^^ Among the 
boys that he studied Sarason found similar themes. 

“One finds again that aggression, rejection, ambivalence towards the 
parent, guilt, and fear of loneliness are the prevalent themas. The mother 
remains the key character: the individual from whom love and security are 
sought, and whose rejection of the child brings forth from it aggressive and 
destructive reactions. However, when one compares the stories of the girls 
with those of the boys a difference begins to emerge which analysis reveals 
to be one of degree and not of kind. That is, the stories given by the boys in 
response to the pictures, while similar in content to those of the girls, are not 
told with as much heightened feeling or emotional fervor. Stated in another 
way one could say that the boys, as a group, do not feel or do not express 
their more or less unconscious attitudes in as direct or obvious a manner as 
the girls. With the boys aggression is less specifically directed and more gen- 
eralized, affection is not as eagerly sought, feelings of guilt less severe, and 
fear of loneliness not as poignant.” 

Sarason presented several cases to illustrate the clinical usefulness of 
the TAT. One of these cases is as follows: 

The first case was an eighteen-year-old Negro girl of borderline intelli- 
gence who had been admitted to Southbury Training School in February, 
1941, from an institution for delinquent girls. She made a good social and 
vocational adjustment at Southbury — ^getting along well with others and 
practically taking the place of an attendant in one of the cottages. Since her 
admission she had been most anxious to go home and was always asking 
about such a possibility. On a few occasions she had been allowed to go 
home for a day’s visit with the mother or a cousin. The home is in a poor 
neighborhood in which this girl had become a part of a “wild” crowd. The 
child’s father is deceased and the mother, who has frequent epileptic seizures, 
has given her poor supervision. In spite of the mother’s neglect, the girl has 
given as a reason for her wanting to go home the fact that she could be of 

The significance of these themes for understanding parent-child relationships among 
garden-variety families is discussed on page 157 , 
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aid to her sick mother. Her mother has requested the girFs placement at 
home for the same reason. In the opinion of the Social Service Department 
the homes of all relatives are not very suitable for placement and would have 
to be thoroughly investigated before visits would be even allowed. In August 
of this year, an attorney representing the family inquired about the girl’s 
placement in the community. The psychological report which was written 
about this girl was largely based on the Thematic Apperception Test. The 
main thema which emerged from her stories indicated an ambivalent feeling 
toward the mother. On the one hand, there was a desire to be with and care 
for the mother, and on the other, there was a resentment of the fact that such 
care meant that she could not do the things she wished and could not spend 
time with her friends. This ambivalence was also noted in a religious conflict. 
The mother in the stories was pictured as very religious while the daughter 
was seen as stubborn, irreligious and indifferent. (In a later interview the 
autobiographical nature of this conflict was corroborated.) Another major 
thema concerned itself with a lack of affection from the mother which this 
girl felt very keenly. The following are some of the typical stories told by 
this girl: 

‘‘The mother was washing and she left the baby in the house while 
hanging out clothes — the baby fell out of the doorway — she ran and picked 
him up — she found the boy hurt and she is very sad — it will be a lesson 
never to leave him there again.” 

“A little boy — he lives in the country — ^and looks as if he had no home — 
he don’t know where to go — he is cold — don’t know whether to go to 
these two houses — ^he is standing and thinking whether to go in or not — 
he went in.” 

“Boy and mother — he has been running around with bad company — his 
mother has been hearing about it — ^he came from his room and told his 
mother he was going out — his mother asked him where? — he told her 
down the street — his mother said not to go to the pool-room boys — he 
said, I’m not going there, Ma — his mother told him if he leaves house 
she’ll know he’s going there — ^he still insists he should go — so his mother 
turned back and walked away.” 

“This looks like Virginia Weidler (child actress) saying — ‘My mother 
was very sick and I didn’t go to school — every day I’d stay and see that 
she could have breakfast every morning — ^I’d go and pray to window for 
my mother to get well — ^and I was very sad and lonely because I wasn’t 
able to go out and play with other children — I had to stay and see my 
mother had special care.’ ” 

On the basis of the analysis of this girl’s stories the writer recommended 
that it might be best that the girl not be placed in her mother’s home— aside 
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from the fact that this home is in an unfavorable neighborhood. A home 
should be found w-here instead of her caring for another she would be the 
recipient of attention, and where her desire to “belong” and to receive affec- 
tion would receive outlets. 

In this particular case the Thematic Apperception Test was useful in re- 
vealing some of the more unconscious attitudes of the patient which are 
necessary to know if the proper placement in the community is to be made. 
Many of these attitudes could not be gleaned from the case history in which 
the mother is one of the chief informants. 

Kutash (170) administered the TAT to 60 inmates of an institution 
for defective delinquents who had also been diagnosed as psychopathic 
personalities by psychiatric interview. All cases had been institution- 
alized for a minimum of two years. Kutash found that the most fre- 
quent themes in the stories concerned anxiety connected with separation 
from family, family conflicts, guilt feelings, unconscious desire for 
punishment, death, depression and despair, aggression and assault, 
eroticism, and suicide. In regard to the most frequent theme, separation 
anxiety, Kutash remarked: 

“There were numerous expressions of longing for loved ones at home — 
mother, wife, sweetheart, etc. The fact that most of the subjects came from 
insecure homes, many of them broken through death or separation of the 
parents, and others economically and socially unstable, no doubt contributed 
to insecurity feelings on the part of the subjects. Separation anxiety in their 
fantasy life may be an expression of fundamental insecurity and also the 
result of their actual separation from their families and homes. The inmates 
usually revealed feelings of having been rejected by their parents in early 
childhood which resulted in anxiety and insecurity.” 

In comparing the studies of Kutash and Sarason two points may be 
made. (1) In both studies the defective individual is shown to be de- 
prived in a psychological sense; (2) in both studies there are indications 
that this deprivation is due not solely to institutionalization but is 
related to longstanding, psychologically unhealthy parent-child rela- 
tionships. One important difference in the results of the two studies is 
the absence of suicide or self-aggression themes in Sarason’s “ordinary” 
defectives and their relatively high frequency in Kutash’s defective 
delinquents who had also been diagnosed as psychopaths. This differ- 
ence sGom to support the clinical impression that the psychopath 
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“frequently unconsciously seeks punishment as a result of a guilt com- 
plex and commits his crimes which are psychically determined in order 
to be punished” ( 170 ). 

Gothberg { 120 ) studied two groups of 10 girls who differed in that 
the girls of one group had run away from the institution at least twice, 
whereas none in the other group had run away. The cases were 
matched for age, intelligence, and body build. Analysis of the thematic 
stories revealed that the following themes occurred to a greater extent 
in the runaway than in the control group : need for love and protection, 
conflict with parents, aggression to female figures, self-aggression, and 
a desire to conform. In discussing the factors responsible for the group 
differences Gothberg states: 

“The majority of these children in both groups came from broken homes, 
many of them having spent years in foster homes and child caring institu- 
tions before coming to the Institution. For the majority there was no parental 
home to return to and in half of the cases not even a parent or sibling, no 
matter how disinterested, to whom they could turn or who paid any atten- 
tion to them. Since these traumatic experiences were shared by both groups 
in and by themselves they cannot be said to be responsible for the running 
away or the remaining at the School. And as the School is shared by both 
groups it is not this, per se. It is rather that strange alchemy of personality 
which colors, distorts and interprets its environment into its own basic con- 
figuration, the organic potentiality or readiness to respond in the certain 
way when certain conditions occur. These differences in the personality 
patterns are to some extent revealed through the TAT.” 

One may question the justification for assuming that the quality of 
the past interpersonal relationships of both groups of girls was the 
same. The fact that many in both groups had spent their lives in foster 
homes or institutions does not mean that they had the same experiences. 
Not all foster parents react in the same way to their wards. The fact 
that some girls in both groups had come from broken homes does 
not tell one the child’s age when the home broke up, the nature of 
the family relationships before it took place, and whether such a 
situation was equally traumatic for all. Before dismissing previous life 
situations as contributing factors, one should know much more about 
the details of the nature of childhood experiences (see Chapter 6). 
Gothberg does not present evidence which contraindicates the assump- 
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tion that previous conditions of learning determine the nature of the 
individuars behavioral pattern. The concept of “organic” potentiality 
to respond in a certain way to certain situations seems to regard the 
individual as possessing a bundle of inborn response tendencies which 
await the proper situation in order to be expressed. Gothberg’s state- 
ments have been scrutinized here because they seem to avoid the 
problem of the origin of individual differences, a problem which has 
not received the attention it deserves so far as the mentally deficient 
are concerned. Why does one mentally defective child crave love and 
affection much more than another.? Why do two mentally deficient 
children who appear to crave love and affection to a similar degree 
manifest such needs differently and react dissimilarly when they are 
not satisfied? When one attempts to answer these questions by postu- 
lating differences in organic readiness to respond, he seems to be 
restating rather than explaining the problem. 

Abel ( 4 ) used the TAT in one of her studies of Negro and white 
adolescent morons (2, J). The 22 subjects she used were for the most 
part the ones to whom the Rorschach had been given in a previous 
study (9). 

"The chief results of the Rorschach Test were that the white girls re- 
stricted their number of answers and gave few concrete details, while the 
performance of the Negro girls was more flexible and expansive. The per- 
formance of Negro and white boys was intermediate between that of the 
Negro and white girls, although the white boys were somewhat more ex- 
pansive and showed more interest in concrete details than did the Negro 
boys. . . , The Rorschach Test corroborated in particular the observed be- 
havior of the Negro and white girls in the institution, the Negro girls being 
aggressive and free in their activities, the white girls as a group more sub- 
missive and inhibited” (4). 

On the TAT the Negro girls were much more expansive than Negro 
boys, their stories containing many more words and ideas. “This differ- 
ence is in keeping with observed differences in everyday behavior in 
the institution. Even though they are in a considerable minority the 
Negro girls are in a favorable position in the institution in that they 
succeed in becoming aggressive toward and leaders of white girls and 
receive the admiration and love of the white girls. The Negro boys do 
not play the same role in their social relationships with white boys. 
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Table 29. TAT Themes Most Frequently Expressed by 
Negro and White Defectives { 4 ) 


Card 

Thema 

N 

W 

Girls 

Boys 

1 

Aggression 

24 

18 

22 

20 

2 

Aggression 

15 

14 

15 

14 

3 

Lonesome 

14 

16 

21 

9 

4 

Parent protests 

25 

26 

24 

27 

5 

Parents ask obedience 

16 

23 

15 

24 

6 

Climbs to escape 

20 

16 

22 

15 

8 

Resists parent 

15 

10 

15 

10 

9 

Parent cries over baby 

26 

25 

28 

21 

10 

Loss of loved one 

24 

28 

31 

19 

11 

Man attacks girl 

21 

24 

24 

21 


They may be aggressive but they do not arouse the sex interest of the 
white boys, nor do they become their leaders.” Abel also found (see 
Table 29) that loss of parents and loneliness were themes which were 
much more frequent among the Negro and white girls than among 
the boys. This finding was also noted by Sarason (257). Abel concluded 
that this sex difference was related to the different roles which boys 
and girls are expected to play in our culture. “A boy when he reaches 
adolescence is likely to be called a ‘sissy’ if he cries for his parents and 
admits he is lonely. According to the social structure of our society he 
is supposed to be a man and to some extent able and willing to fend 
for himself. A girl does not have as much social disapproval if she 
shows a desire to cling to parents.” 

In contrast to the Rorschach findings, the white girls were much more 
responsive to the TAT, giving more words and ideas in their stories 
than the Negro girls. Abel hypothecated that the Negro girls, being 
less inhibited about sexual matters, were not affected by the ink-blots 
which “reveal to some extent an individual’s attitudes toward sex mat- 
ters.” The white girls, experiencing more sexual taboos than the Negro 
girls, were presumably more affected by the ink-blots. Abel concluded 
that since the TAT taps “some of the crucial attitudes other than sex 
of the white girls,” they were able to be much more responsive than on 
the Rorschach. Abel does not offer data to support this conclusion. 
There have been no systematic studies which demonstrate that the 
ink-blots engender more sexual associations than the TAT. 
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The H-T-P Technique 

Buck ( 44 ) has utilized the freehand drawing of a house, tree, and 
person as a projective technique for the study of defective and other 
groups. 

“The H-T-P, freehand drawing of House, Tree and Person is a technique 
designed to aid the clinician in obtaining information concerning the sensi- 
tivity, maturity, flexibility, efiSciency, and the degree of integration of a sub- 
ject’s personality; and the inter-action of that personality with its environ- 
ment — ^both specific and general. 

“The H-T-P is a two-phased approach to the personality. The first phase 
is non-verbal, creative, almost completely unstructured; the medium of ex- 
pression is a relatively primitive one, drawing. The second phase is verbal, 
apperceptive, and more formally structured: in it the subject is provided with 
an opportunity to define, describe, and interpret the objects drawn and their 
respective environments, and to associate concerning them” ( 44 , p, 319). 

Basic to this approach is the assumption that what a person draws “is 
to be regarded as a self-portrait” in that the drawing contains charac- 
teristics which are in one way or another of personal significance to the 
drawer. The feelings exhibited before, during, or after the drawing of 
certain details or combinations of them, the care and concern regarding 
their execution, their proportion, and the subject’s own interpretation 
of his productions are some of the factors which are considered as 
revealing the individual’s behavioral pattern. Buck also maintains “that 
the H-T-P is a valid measure of adult intelligence, despite its restricted 
and unconventional approach to such measurement.” 

In standardizing the H-T-P technique Buck studied subjects ranging 
from the imbecile to the superior level. There were 20 subjects at each 
level. It was found that those items relating to detail, proportion, and 
perspective differentiated best between levels. Correlations between 
H-T-P and scores from standard psychometric procedures (Wechsler- 
BcEevue, Otis) ranged from 41 to 74. Buck concludes that his technique 
is not “a highly refined measure of intelligence.” Since Buck himself 
feels that the validity of the method of analysis and interpretation which 
he presents has not been established by “adequate experimental evi- 
dence;’ one must reserve judgment about the H-T-P until such data 
are available; Studies of the validity of this tecdinique will have to em- 
ploy more ^ubja:ts at each level, and more reliable and valid criteria. 
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That the H-T-P in its present form cannot be used as a substitute for 
standard tests of intelligence is indicated by Sloan and Guertin’s 
study (276) of the relation between H-T-P and Wechsler-Bellevue I.Q.’s 
among mental defectives. They found that the scores obtained from 
the two tests were not comparable and that the H-T-P was in need of 
“a good deal of substantiation before results . . . can be taken as an 
accurate measure of intelligence.” 

Summary 

When one takes an overall view of the role of projective techniques 
in the study of the mentally deficient, he can only regret that these 
procedures have received relatively uncritical acceptance. Just as the 
Binet was once looked upon as the panacea for the psychologist’s prob- 
lems, so have projective techniques now been assigned this unenviable 
role. It may well be that the psychologist’s disappointment with the 
Binet as a diagnostic instrument, especially with deviant groups and 
the problem of individual differences, set the stage for his eager ac- 
ceptance of techniques whose aim it is to describe the relation between 
intellectual processes and behavioral pattern or, stated somewhat differ- 
ently, between capacity and functioning. However, one of the most 
significant contributions which projective techniques have made to the 
field of mental deficiency is that some people have been awakened to 
the fact that the behavior of the defective individual is not explained 
by pointing to an intelligence test score and that whatever is subsumed 
under intellectual processes is inextricably related to and affected by 
attitudinal or subjective factors which have been acquired as a result 
of earlier life experiences. In other words, the defective individual, like 
the normal one, has fears, anxieties, wishes, and needs which may affect 
his intellectual functioning in varying degrees. It may be said that 
whereas the Binet gave the defective individual an “intelligence,” pro- 
jective techniques have given him a “personality.” 

One of the chief factors which has limited the significance of the 
conclusions drawn from the use of projective techniques with the men- 
tally defective is the absence of convincing validating evidence. For 
example, the fact that the Rorschach frequently indicates higher in- 
tellectual capacity than do standard psychometric procedures requires 
some external evidence that the former is in fact a more sensitive instru- 
ment. Does the individual’s everyday functioning corroborate the con- 
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elusion of higher capacity? Do remedial or therapeutic procedures bring 
out this latent capacity? Until such questions are answered by the 
necessary research, the scientific value of projective techniques in 
mental deficiency cannot be judged. Such techniques have focused 
attention on long-neglected problems in mental deficiency and it can 
only be hoped that they will be utilized in a rigorously scientific manner 
so that answers to these crucial problems will be obtained. 



Chapter 10 


PSYCHOTHERAPY 


It is generally assumed that the mentally defective individual is unable 
to benefit from a psychotherapeutic relationship. The paucity of studies 
in this area is witness to this assumption. The inability of such an 
individual to control or delay emotional expression, to seek and to 
accept socially appropriate substitute activities in the face of frustrations 
and restrictions, to view objectively the behavior of others, to adjust 
or to want to adjust to the needs of others, to realize the sources and 
consequences of his behavior — ^these have been considered the liabili- 
ties of the defective individual which make it difficult for him to com- 
prehend and to adjust to the purposes of the psychotherapeutic inter- 
view. When one considers that language is almost the sole means of 
communication between therapist and patient and that the defective 
individual has inordinate difficulty in using and comprehending verbal 
generalizations, it is not surprising that the usual psychotherapeutic 
interview has been viewed as unfeasible with such individuals. For 
an individual to be aware that he “has a problem” implies that he has 
verbalized to himself or others his reactions to certain experiences and 
relationships; he sees or judges himself in terms of other people's be- 
havior or standards. Without verbalization of the problem he is unable 
to take steps to solve it. This is implied in Allen’s statement, {13) 
“The therapeutic process occurs as a unique growth experience, created 
by one person seeding and needing help from another who accepts the 
responsibility of offering it. This basic structure characterizes each 
potentially therapeutic setting irrespective of methods or techniques 
employed or of whether it is a child or adult who seeks assistance” 
(italics mine). It has generally been felt that the defective individual’s 
inability to see or to verbalize (and to become aware of) the interper- 
sonal nature of his problems makes him unable to seek help (to create 
the therapeutic relationship) or to understand the purposes of an in- 
dividual offering it. 


263 



264 PSYCHOLOGICAL PROBLEMS IN MENTAL DEFICIENCY 

It should be clearly stated that the above conclusions about the 
unfeasibility of psychotherapeutic interviews with defective children 
have been based more on deductions from theoretical considerations 
than on systematic research findings. Many practical considerations 
have prevented research in this area. The tremendous demand for 
psychotherapeutic help, the scarcity of trained personnel, and the 
amount of time which such efforts entail have forced clinicians to give 
what little time they have to those cases which promise the most results 
in the shortest period of time. 

The disposition of the defective individual referred to a clinic can be 
seen from Rogers’ survey ( 250 ) of treatment measures used with 292 
children. The data in Table 30 show that institutionalization is by far 

Table 30. Recommended Environmental Changes as Related to Intellectual 
Level in 292 Clinic Referrals ( 250 ) 


Dull 

Defective Borderline Normal Average Superior 


Number in group 

29 

48 

94 

102 

19 

To remain in present placement 

24% 

48% 

43% 

44% 

26% 

Foster home recommended 

7% 

21% 

39% 

42% 

63% 

Institution recommended 

66% 

18% 

4%, 

4% 

0% 

Other change recommended 

3% 

12% 

14% 

10% 

11% 


the most frequent recommendation made in the case of defective in- 
dividuals. Gaudet and Gaudet (96), in a survey of 1040 cases diagnosed 
as mentally defective in twelve mental hygiene clinics in New Jersey, 
also found that institutionalization was the most frequent recommenda- 
tion. Rogers’ statement that theoretical considerations suggest that 
the defective individual is “scarcely receptive to [psychotherapeutic] 
treatment” reflects the attitude of other clinicians { 103 , 132 , 145 , 193 , 
324 ). In their follow-up study of 400 cases treated at the Judge Baker 
Guidance Center, Healy and Bronner { 132 , p. 22) stated that “very 
rarely have we accepted for treatment any case that was graded as 
feebianinded.” They found (Table 31) that the lower the I.Q. the 
greater the probability of a later unfavorable adjustment. That caution 
must be exercised in the interpretation of these findings is evident from 
the following statement by them { 132 , p. 34) : 
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Table 31. The Relation Between Intelligence 
Level and Later Adjustments { 132 ) 


LQ. 

Adjustment 

Favorable Unfavorable 

70 - 79 

5 

10 (66%) 

80 - 89 

33 

10 (23%) 

90 - 109 

157 

42 (21%) 

110+ 

128 

15 (10%) 


323 

77 


“But we insist that there are many reasons for caution in interpretation. 
In particular no inference can be drawn that there is a direct causal rela- 
tionship between the quality of the career and the I.Q. For example, in try- 
ing to determine why there was such a large proportion of unfavorable 
careers in the LQ. 70-79 group we found other factors largely involved. In 
three cases the family and general social situation of the individual was so 
bad that it could not be modified; three others suffered from severe biological 
handicaps as well as from poor family circumstances; two had early estab- 
lished such prevailing patterns of delinquent behavior that they could not 
be broken; one was an abnormal personality; and the only individual with 
an LQ. as low as 70 was so defective and had such a sense of inferiority and 
insecurity that he was not capable of responding to clinical treatment. 

“On the other hand, in five cases of the same intelligence level the reasons 
for favorable careers were equally clear. Four of them came from families 
who were co-operative with us and fairly adequate in understanding — which 
was not true for any single one of those showing unfavorable careers. In one 
instance, after considerable attempt at treatment by the clinic much devoted 
work was done on the case by a probation officer.” 

Although each child in the study was seen for at least one interview, 
the range being from one to over a hundred, it is not possible to deter- 
mine the number of times each of the children with I.Q.'s between 
70 and 79 was seen. In the case of those who made favorable adjustments 
it would have been interesting to know the number of times each 
child was seen in an individual interview and the degree of therapeutic 
gain effected thereby. It may have been that these cases had relatively 
few interviews and that improvement in adjustments was effected 
through work with the parents. Since the exceptional case can be 
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extremely instructive, it is unfortunate that the case with whom a 
probation officer did “much devoted work” was not elaborated upon. 
It is not clear from Healy and Bronner’s discussion whether none, 
some, or all of the cases with LQ.’s between 70 and 79 were mentally 
defective. They do state that two of their cases “were considered to 
be morons.” Since all cases had an LQ. of at least 70, it is not clear how 
the two cases were distinguished from nonmorons of similar LQ. It 
may be that there were only two cases in the series who were consid- 
ered mentally defective, but in the absence of explicit criteria this point 
cannot be clarified. 

It should be stated here that one of the chief difficulties in evaluating 
the feasibility of psychotherapy with mental defectives is that the criteria 
for the diagnosis of cases so labeled either are not stated or are restricted 
to an intelligence test score. In other instances the use of test-score 
classifications beclouds rather than clarifies the problem. For example, 
Cooley {54) compared psychotherapeutic results with a group of dull 
and of bright children referred to a child guidance clinic. The bright 
group was comprised of 25 children with I.Q.’s above 115. The dull 
group consisted of 16 children with I.Q.’s between 76 and 84 and 9 
with I.Q.’s between 61 and 74. Cases were matched for sex, age, and 
economic status. A question that immediately arises about the “dull” 
group concerns its homogeneity. With the use of inclusive criteria of 
mental deficiency, how many of these cases would have been diagnosed 
as mentally defective ? Is the use of the label dull an indication that all 
these cases did not meet the inclusive criteria for mental deficiency.? 
If these cases had been seen in other clinics, how many would have 
been diagnosed as defective, and of these how many would have been 
given psychotherapy? — a speculation intended to emphasize the disparity 
in criteria and practices employed by various clinicians and agencies. 
The data necessary for answering these questions are not given. 

The importance of these questions may be seen from Cooley’s results 
in Table 32. It will be seen from the table that there is no particular 
relationship between test-score level and adjustment at the close of 
psychotherapeutic treatment, a result similar to that obtained by Glass- 
man {103) and Wegman {313)} “Over half of the children of inferior 

1 These findings do not support one of Rogers' criteria for suitability for psychotherapy, 
that the patient possess “adequate mtelligence for coping with his life situation, with an 
intelligence rafio^g (£ dull normal [LQ. 80-90] or above” (25 J, p. 77). 
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Table 32. Comparison of I.Q. Groups with Respect to 
Adjustment at Close of Treatment { 54 ) 


Adjustment 

Rating® 

LQ. 

61-74 

LQ. 

75-84 

Total 
Below 85 

LQ. 115 
or Above 

A 

1 

3 

4 

2 

B 

2 

4 

6 

9 

C 

5 

5 

10 

6 

D 

1 

3 

4 

7 

E 

- 

1 

1 

1 

Total 

9 

16 

25 

25 


® The adjustment rating scale: 

“A. Original problems have disappeared and no new problems have appeared. 
The child has friends of his age and sex, and interests normal for his age and intel- 
ligence. His school work is consistent with his ability. If on a job, he is a steady, 
reliable, interested worker; at home, he is a friendly, cooperative member of the 
family group. 

“B. The problems for which the child was referred or which were revealed in 
treatment have very definitely improved though some traces of them may remain. 
His adjustment may be less than ideal on one of the criteria points — home adjust- 
ment, friends, school or work, but he is not markedly maladjusted in any of these 
spheres. Further treatment is not indicated. 

“C. Some problems still exist, sufficiently marked to handicap the child in his 
adjustment with other children, or at school or work, or at home. Further treat- 
ment is indicated but there is no emergency need for such treatment (i.e., ideally; 
this statement does not take into account circumstances that may make further 
treatment impossible). 

*‘D. The child shows definite behavior or personality problems (no or very little 
improvement over the situation as it originally existed) ; new problems may have 
appeared. He is in real need of further treatment and is definitely maladjusted in 
at least two of the three spheres of adjustment — home, friends, school or work. 

“E, The child’s problems are more severe than when he was referred or during 
treatment. New problems have probably appeared. He may be delinquent or show 
psychopathic traits. His adjustment is unsatisfactory in all of the three spheres 
mentioned above.” 

intelligence had from one to ten hours of therapy, while only four of 
the bright children had so few interviews with a psychiatrist. Only five 
of the children of low intellectual level had more than twenty hours 
of therapy, in contrast to thirteen, or over half, of the superior children. 
Since the outcome of therapy appeared to be equally successful with 
the dull group, it would appear that the children of inferior intelligence 
required no more and in many cases less expenditure of time in treat- 
ment than the superior children” (54). Although Cooley’s results 
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indicate that “dull” children are amenable to and benefit from psycho- 
therapeutic interviews, the fact that only the LQ. of the cases was 
reported sheds merely suggestive light on the feasibility of such pro- 
cedures with mentally defective individuals. 

Although in his study of psychotherapy with “fifty-five ‘bad’ boys” 
Hartwell ( 131 ) states that cases with mental defect were usually not 
selected for treatment, he does include one such case in his reports. 
This boy, who was classified as feeble-minded in the moron range, was 
referred to the clinic because of the appearance of psychotic-like symp- 
toms: increased tendency to stay by himself and active daydreaming 
“which causes him suddenly to laugh aloud.” 

“In psychiatric interviews Melvin responded differently from most chil- 
dren with his mental equipment. He reached the rapport of personality con- 
tact very quickly. Because of his responses he has been encouraged to main- 
tain this relation and has been seen regularly during the past two years. He 
has given during that time and in that rapport much interesting material 
to think about. In his slow, plodding way he has thought with me about 
many problems that most children with an intelligence quotient of 73 could 
not recognize as existing. 

“Melvin has never been questioned deeply about his mental problems or 
urged to tell about them. He wants to do so, and at each visit he has new 
questions to ask and he asks the old ones over again, saying he has forgotten. 
But he has not forgotten. He likes to hear again such encouragement as 
someone whom he can trust may give him. 

“ Is there every any boys who can’t learn like me who maybe get so they 
can learn fast?’ ‘Does an engineer on a train have to be smart?’ ‘Are you 
sure you know I can make my living when I grow big?’ ‘I wish I was big 
now, only Fm afraid I can’t make my living.’ ‘How did my brothers learn 
to be smart?’ ‘What makes folks like my brothers better than me?’ ‘Does it 
hurt you to die?’ ‘Can anyone always be good if they try to?’ On every occa- 
sion I have seen him, he has talked about and wished he were older and 
could earn his own living. Over and over again he says he does not want 
other folks to have to give him money. He never has failed to thank me at 
the dose of the interview for talking to him. 

“Melvin and I have thought about many practical things that might help 
him with his problems. (At one time we decided that it might help to make 
his home more pleasant if I were to see his brothers. Possibly this helped 
with the situation somewhat. The brothers willingly came. They proved to 
be intelligent boys who were anxious to help Melvin in any way they could. 
They had been noticing his increasing unhappiness and were concerned 
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about it.) We thought about Melvin’s unusual ability to find his way in 
strange places. He can be trusted to go from one part of the city to another, 
even though he has never been there before, as well as the average boy of his 
age or better. 

“When I first knew Melvin, he was just entering a somewhat premature 
puberty. At that time he was disgusted and worried about some experiences 
he had had with another boy, who had attempted to teach him sex habits. 
Recently he has been more concerned about these old happenings and about 
his own developing sex emotions. He says: ‘One reason I want to come and 
see you is that you will tell me more about these dirty things.’ He badly 
needs someone to think both with him and for him concerning his sex 
problems. At his last interview he told me that he could not refrain from 
hunting for news dispatches about sex attacks and sex murders. He would 
find them and persist until his grandmother would read them to him. He 
says that the ones that tell about crazy men who perpetrate these attacks 
make him feel ‘awful funny and bad.’ He says: ‘They make me feel like if 
maybe I would do such things some time, but then I won’t. Fd be afraid. 
Anyway, it’s wrong.’ Melvin has never masturbated. 

“He has always talked about suicide. At first it was simply because of an 
interest he had in it. More lately he has been thinking about suicide. He 
says: ‘I might do it if I were not a coward, but I won’t. It would hurt me, 
and Fm afraid.’ 

“One interesting thing about this boy is the fact that he is always happier 
and less worried and upset for a time after he talks with me. He is always 
anxious to come for an interview. He is very careless about his dress (though 
he is painstaking about most things) except when he is coming to the clinic, 
when he will dress himself with great care. 

''Results: His parents feel that his interviews do him so much temporary 
good that they are of great help, both to them and to the boy. He seems less 
discouraged and a litde more extroverted for a short time after them. He 
seems to do a little better in his school-work. (He is working in an ungraded 
class and making but little progress, though he always tries hard.) I have 
tried to encourage Melvin in every way I could without doing so in a way 
that would make him unhappy later. He considers me a very good friend 
and thinks I understand how he feels. While this latter belief, I fear, is not 
true to any great extent, it is one that may be encouraged without later doing 
him harm. 

“The family believes that to some extent the boy’s personality traits have 
been changed for the better. This is very doubtful. However, two definite 
things have been accomplished: one is that the boy has been made happier, 
and the other is that I have established myself in his and the family’s confi- 
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dence to the extent that i£ he becomes an institutional case, as he probably 
will soon, I may be of help to them in adjusting to the situation. 

“During the year following my first interviews with Melvin the boy was 
for several months in a foster-home on a large farm. Here he did well, but 
finally became dissatisfied and is now at home again. He sees either Dr. 
Bronner or me occasionally. He desires these interviews. He still has remark- 
able insight into his mental life for a boy who is presenting many definite 
psychotic symptoms. Perhaps if he can continue to have a little psychiatric 
bolstering up from time to time he may live always outside of an institution. 
But I feel that he will always be of potential danger to others as well as to 

himself." 2 

Hartwell’s doubts about the boy’s future adjustment should not 
obscure the fact that he considered the boy to have benefited from treat- 
ment. It would seem that this case at least allows one to ask the question 
whether other defective boys with nonpsychotic-like symptoms would 
have benefited even more from individual psychotherapy. It should be 
noted that aside from an I.Q. of 72 the data on which the diagnosis of 
mental deficiency was made are not given. 

“He was eleven years old when first seen. His health has always been good, 
his physical development somewhat above the age average. The change in 
the appearance of the boy may be judged from the notes in regard to this 
taken from his first and last physical examinations. The first describes him 
as an active, healthy, good-looking youngster’; the last, ‘a dull, coarse, irregu- 
lar-featured boy.’ The psychological examinations which have been made at 
intervals of about a year show a remarkable consistency in all respects. His 
intelligence quotient as first determined was 73, at the second test given him 
72, and at the last two 73. This is particularly interesting because of the fact 
that the boy, in his appearance and somewhat in his responses, seemed to be 
gradually deteriorating. His school-work had always been below that of his 
mental age.” 

It is not clear from this account whether this boy’s inadequacies rep- 
resent the effects of developmental arrest due to presumed constitu- 
tional faaors or are related to a not too well-understood psychological 
process. 

Chidester and Menninger ( 47 ) reported a case of a supposedly men- 
tally defective boy with whom psychoanalytic therapy was attempted. 

2 S. W. Hartwdik Fifty-five boys. Alfred A. Knopf, Inc., 1940. By permission of 
tke publisher. 
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Because this study contains far more data on background and ther- 
apeutic technique than other reports, it is presented in some detail. 

“Henry was the first of four children. Birth was normal. Artificial feeding 
was begun in the sixth month. He walked and talked at a normal age and 
was said to have been trained in toilet habits early. He was subject to fre- 
quent colds until his third year at which time his tonsils and adenoids were 
removed. 

“At the time that Henry’s parents were married his father was a university 
student and was unable to provide a home for his wife, who remained with 
her parents until several years after the child was born. When the patient 
was about four years old the mother went to her husband and they estab- 
lished a home of their own, but were persuaded to leave Henry with his 
grandparents. They had three more children, but Henry was never a part 
of that household. He continued to live with his grandparents and alone he 
occupied the room that he had formerly shared with his mother. 

“A cousin was born into the household of the grandparents when Henry 
was in his fourth year and from birth was Henry’s rival for the family 
attention. 

“The grandparents first suspected that the patient was retarded when he 
repeatedly failed in school. During his first year in school, the grandparents 
made an extended trip, leaving him with his parents. While they were gone 
he did poor school work. A nurse reported his poor vision (16 percent) but 
his parents neglected to do anything about it. The child became increas- 
ingly unhappy and when his grandparents returned they found him acutely 
ill with appendicitis. Against his father’s will they removed him to a hospital 
for an operation. 

“Afterward the grandparents took the boy away with them, had his eyes 
fitted with glasses and started him in another school. He failed several times 
and passed twice on condition. He made excellent grades in reading and 
spelling, but his arithmetical comprehension was nil and writing was poor. 
After five years he was promoted to the third grade because of his ability to 
read. It was evident that he was wholly unable to compete with boys of his 
age even in their play. Therefore, he was placed in the Southard School at 
the age of eleven years. 

“Entrance examination revealed htde organic pathology except poor motor 
coordination and defective vision corrected with glasses. Our neurologist 
who later examined the child was of the opinion that he had acalculia due 
to definite organic lesion such as has been described by Gerstmann, Singer 
and Low. He scored an I.Q. of 62 (Stanford-Binet) and his emotional de- 
velopment gauged by his general interests, was equally retarded. 

“He was a small boy who constantly hung his head as though abashed. His 
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deep voice contrasted strangely with his immature appearance and he was 
exceedingly awkward. His face seldom lost its pleasant expression and he 
seemed unmoved by the struggles that went on around him. He appeared 
to like everyone at the school, but demonstrated no affection for them nor 
any desire for affection from them. Instead of loving people he seemed to 
attach his fondness to inanimate objects, and spent most of his time collecting 
indiscriminately such things as empty cereal boxes, tin cans, milk bottle 
stoppers, discarded auto tags, and other debris. Those he put in his room 
and carefully guarded them, and when any such possession was lost or dis- 
carded in the process of house cleaning, it was nothing less than a tragedy to 
Henry, who burst into tears as though a relative had died. 

“He was tremendously selfish. He freely partook of the candy and toys of 
the other children, but his own he enjoyed in solitude. Though he demanded 
many gifts he was never grateful for them. In conversation he eagerly asked 
for information, but volunteered none and when asked the simplest ques- 
tions was disinclined to give any information. His conversation was often so 
incoherent as to be unintelligible, and he was exasperatingly slow in all 
aspects of his behavior like a long drama in slow-motion pictures. 

“During the first year at the Southard School he studied first grade arith- 
metic but was able neither to understand number facts nor to retain them 
from rote memory. His writing remained scarcely legible, but he read rather 
well and enjoyed the newspapers especially.” 

Because the boy had no appreciation of his problems it “was necessary 
to devote a period to wooing Henry’s affection and confidence. The 
therapist saw him for an hour each day, during which time games were 
played and small gifts made to him. After this preparatory period the 
patient was instructed to lie down on a couch and to express freely any 
ideas that came to him. The psychologist sat a little distance from the 
head of the couch and out of the patient’s sight.” Many difficulties were 
encountered by this orthodox psychoanalytic procedure. 

“There was little evidence of spontaneity, he exhibited no initiative in play, 
work or study; in general there appeared no eagerness to learn, he was not 
especially alert to his immediate surroundings and often could not evaluate 
what he did see. He produced no memories antedating his coming to the 
Instead of being pliable, his whole personality manifested a quality 
of inelasticity, a fact that was very discouraging to the therapists. And most 
of all his appreciation for reality seemed feeble as manifested by (1) his 
tendency to daydream excessively, (2) his lack of knowledge about and 
judgment concerning the objects of his most immediate environment, and 
(3) his frank delusions. His thought processes seemed exceedingly retarded 
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SO that his speech was monotonous, slow, and halting. He often required as 
much as fifteen minutes to complete one sentence.” 

These liabilities made it necessary for the therapist to present inter- 
pretations to the boy in a direct fashion. 

‘^During the first few months much resistance was expressed in the form 
of sullenness, tardiness, silence, or constant questioning on the part of the 
patient. By Christmas the child was consciously resentful of having to come 
for treatment and at last he asked to be excused from it. He announced that 
he did not like the psychologist, and when questioned he gave as his reason 
the fact that she talked to the other children at the school. This admission 
of jealousy was an opening wedge for a strong relationship and hence> 
further treatment, for it was explained to him that someone else must have 
abandoned him for another child. Immediately he admitted that his mother 
had given him to his grandmother and he felt that the love she once bestowed 
on him was withdrawn and reinvested in his younger sister. Thus the boy 
was helped to see that the hostility that he expressed toward the psychologist 
was that which he felt toward his mother. After realizing this the child of 
his own accord decided to continue treatment, and was much more coopera- 
tive. 

“He expressed great disdain for his father and for his father’s profession 
and demanded to be called by the name of his grandparents rather than that 
of his father. At first he refused to speak of his mother and siblings, and 
when questioned about them, professed to have forgotten their names and 
ages, although he had visited them but a few months before. 

“One day the psychologist came with a new permanent wave, and the boy 
refused to have anything to do with her. He said that her hair was too kinky 
and it reminded him of Negroes. When asked who else had kinky hair, he 
replied that his siblings had such hair. After much persuasion he showed 
their pictures to the therapist. They did appear to be Negroid and were 
much darker than others in the pictures. Henry made numerous remarks 
to the effect that these children were not smart, not pretty, and not good 
children. 

“About this time he began to fantasy that he would like to have a child 
and be its mother and nurse it. He would want only the one child, he said, 
unless he got married, and then he might have three more. This was his 
idea of what his mother had done. That is, he believed himself to be 
illegitimate. . . . 

“During the second period he began to relate his dreams and through their 
interpretations he began to be aware of his hostility toward his father and 
his desire to replace the latter in his relations with his mother. It was also 
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by means of his dreams that he realized his tremendous hostility toward his 
cousin and his jealousy of the attention which his grandmother gave the 
boy. Following his awareness of hostility, he, once mild and passive, became 
very sadistic, kicking and beating the smaller boys with a ruler which he 
carried concealed in his trousers. At the same time he talked to the psycholo- 
gist of the unfair treatment he had received from his cousin. She was able 
to correlate his behavior with the children at the school with his feelings of 
anger for his cousin and to interpret his sadism as meant for the cousin. 
Following this interpretation his sadism receded. 

“As his confidence in the psychologist developed he began to confess his 
excessive night prowling. He said that he frequently woke in the night and 
went through the house and yard naked, touching his penis compulsively to 
the back of his teachers’ chairs and going to the barn loft where he covered 
his feet and genitals with dirt. On other nights he tried to peep at the women 
and girls and stole their clothing, especially shoes, hose and pajamas. Some- 
times he slept in these articles and fantasied that one of the women was in 
bed with him. The climax of these erotic fantasies was that they would ex- 
pose themselves to each other and defecate and urinate together. How ex- 
traordinary it is to get such information and fantasies from retarded children 
need scarcely be mentioned! 

“He bought a gaudy ring, wore red nail polish, carried a compact and 
demanded feminine lingerie. He reported fantasies of having babies and 
dreams of having intercourse with men. After seeing the moving picture 
^State Fair’ he identified himself with the beautiful trapeze artist and wished 
"“that I could have some nice looking man like that fall in love with me.’ The 
realization that he wanted to be a woman and could not be one depressed 
him for days. As the depression subsided he began to relate fantasies involv- 
ing sadistic treatment of women by him. He envied women their breasts 
and frequently expressed a desire to injure those of the psychologist so that 
men might cease to pay attention to her and turn to him.” 

In the beginning period of the second year of treatment the boy’s 
interest in anal matters, masturbatory activity, and sexual fantasies 
became more and more marked. “Diiring this period of anal indul- 
gence, he was making excellent grades in his number work and for the 
first time he had been able to report quite a few perfect lessons in 
arithmetic. In general his school work seemed to have improved 
rapidly.” When he returned to school after a month at home during the 
midwinter holidays, he displayed extremely aggressive behavior. 

“Upon his return to the school two aspects of his behavior were prominent, 
his insistence on the monopoly of the bathroom and his sadism toward a 
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smaller boy whom he kicked till the child was bruised from his hip to his 
ankle. But his conversation during the treatment period concerned only his 
tremendous envy and jealousy of the younger and brighter cousin, his old 
rival. When his mistreatment of the poor child was interpreted to him as his 
desire to hurt his cousin he told one of a number of delusions which he held, 
namely, that he had believed that when a boy left the school and later a new 
boy entered, the new boy was the old one disguised. The boy whom he kicked 
he had believed for many months to be the cousin in disguise who had 
come to spy on him. 

“As a punishment for some of his aggression, he was denied the privilege 
of reading the newspapers for a time. Immediately he became sullen and 
less cooperative. In reporting this matter to the psychologist, he added, ‘And 
I was as mad as a hungry bear.’ At this same time he confessed that he had 
begun eating garbage and food that had been given a dog. Writing he had 
equated to the excretion and smearing of feces, and reading what someone 
else wrote seemed to be a mode of incorporating this valuable substance — a 
sublimation. And when this sublimation was denied him, he regressed to 
a more primitive stage, that of eating refuse or unclean matter. 

“He had become much more insistent on monopolizing the bath. He said 
he spent much time trying to expel large quantities of feces and would stand 
and gaze at his excrement for considerable periods. He said he liked to see 
what large quantity he could get which was the exact expression he used in 
speaking of his collections of useless objects. He began to go to the bathroom 
as soon as it was vacated by others in order to ascertain the quantity of their 
excrement so as to compare it with his. Once after viewing that left by a girl 
he remarked disdainfully, ‘That was much smaller than mine.’ Thus it was 
possible to see that both his hoarding and his toilet interests were attempts to 
compensate for his fear of sexual inferiority. He was able to see that he was 
annoying everyone but said he wished to annoy the psychologist for having 
continued to see other children and that he wished to annoy his teachers for 
hurrying him with his number work in which he had become exasperatingly 
slow and exceedingly inaccurate. When asked what he objected to being 
hurried in doing, he said, ‘I don’t want to be hurried about my bowel move- 
ments.’ He was told that arithmetic as well as some other things at which he 
insisted on taking his time were symbolic of the toilet activity. Again he 
began to do good school work. . . . 

“At times he regressed in his arithmetic and in his bathroom habits. At 
such times he was often resistant to his treatment but it always turned out 
that he has been unable to stand seeing the teachers giving any quantity of 
attention to the other children and purposely failed in his arithmetic to pro- 
voke the teacher to nag and give him attention. Then he stayed in the bath- 
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room long so that he would be punished, and thus absolve his guilt. With 
this interpretation both forms of misconduct decreased, and he began to 
show definite progress. 

“One day the psychologist had an opportunity to watch Henry with his 
arithmetic. His teacher assigned his lesson, then those of the other children 
one by one. Then she returned to Henry, who had not written a thing, but 
who on hearing her approach, scratched his head, knitted his brows, bit his 
pencil and looked fixedly at his problems. The teacher began, 'Why, Henry, 
haven’t you written a thing?’ Henry shifted his position, scratched his head, 
leaned closer to the paper and made as though to write. The teacher then 
went to the next pupil. When she returned again Henry had made a few 
marks and spent most of the time erasing them. He was no farther along 
than before. This time the teacher was a bit more severe. She stood by him 
watching him and told him to get to work. Henry went through all the 
appearances of profound cerebration, but produced nothing, offered no ex- 
planation, asked no help. Finally as the teacher became very insistent he 
slowly marked down some answers which were remarkably inaccurate. One 
was reminded of a mother who has set an infant on the toilet and insisted 
that he defecate. The child grunts and grimaces and gives all the appearances 
of making strenuous effort to defecate, when in reality he is trying hard 
not to.” 

During the third year of treatment there was a marked improvement 
in his attitude and relations with other children, an improvement which 
disappeared as soon as he went home for a vacation. He returned in 
bad humor and was very indifferent to treatment, 

“In order to overcome his resistance, he was charged 10 cents a day for 
his treatment after March 1935, and the school offered to pay him 10 cents 
for various small jobs. That is, the psychologist unwittingly charged the 
child his total earnings, his entire childish fortune. He refused any work 
whereby he could earn the dime and became very resistant and day after day 
seemed to regress in the type of material he brought, in his school work, and 
in his general attitude. An eating disturbance appeared and although he was 
given five meals a day he steadily lost weight. In June 1935 when he was 
again given psychometric tests, he scored an I.Q. of 75 on the Stanford-Binet 
and much worse on the performance tests. In this regressed condition he 
went hcwme for the summer. When he returned this fall he still scored very 
low on the te^ and he seemed less able to adjust to situations around him. 
The psychologist fdt that either there was an organic deterioration or more 
likely th^e was insufficient gratification to permit progress. It occurred to 
her that since she took as payment all the money he made, he was deprived 
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of all the pleasure of the money he earned and hence the endless paying and 
working must seem futile to him. Therefore, she began returning to him a 
dime of his earnings each week, and praised him for his efforts. Very soon 
his interests improved and his psychomotor retardation lessened. He began 
to bring new aspects of his conflicts and seemed able to accept and assimilate 
interpretations. On tests given in his improved condition he scored a mental 
age of 13 years 2 months, and an I.Q. of about 90 on the Stanford-Binet, and 
a mental age of 15 years on the Porteus Maze tests. The performance tests 
were solved correctly but still a little slower than normal. 

‘Tor the first time he was aware that some situations appeared real and 
some unreal to him, and discovered that his participation in a situation, par- 
ticularly if he were able to make decisions, enhanced its reality value for him. 
He began to see himself in relation to his environment and made definite 
efiorts to be like others and to accept reality.” 

Results from the Binet which was administered periodically during 
the four years of treatment follow: 


September 1931 

IQ. 62 

April 

1934 

I.Q. 87 

September 1932 

IQ. 65 

September 1934 

LQ. 88 

February 

1933 

IQ. 73 

March 

1935 

LQ. 90 

May 

1933 

LQ. 77 

June 

1935 

LQ. 75 

October 

1933 

IQ. 80 

September 1935 

LQ. 77 

January 

1934 

I.Q. 84 

November 1935 

LQ. 90 


One of the questions that might be asked about the case reported by 
Chidester and Menmnger concerns the validity of the original diagnosis 
of mental deficiency. This question may be raised because two of the 
criteria (see p. 8) of mental deficiency are that it is a condition that 
is likely to obtain at maturity and is essentially incurable. The problem 
may be posed as follows: Although before treatment this boy was 
socially incompetent for his age, very retarded intellectually, and 
showed indications of a brain lesion, was there evidence for believing 
that the condition was curable ? If there was such evidence before treat- 
ment, the diagnosis of mental deficiency could be questioned. Although 
Chidester and Menninger stated that “the patient presented numerous 
symptoms indicative of a severe long standing emotional disturbance,” 
they did not state whether they considered the disturbance the sole 
cause or effect of the boy’s intellectual deficiency. The fact that they 
termed their study an experiment suggests that they entertained doubts 
about the curability of the case. In effect, their therapeutic efforts served 
as a test for their original diagnosis. More important, perhaps, than 



278 


PSYCHOLOGICAL PROBLEMS IN MENTAL DEEICIENCY 


the question of the validity of the original diagnosis is the speculation 
about the number of times that similar cases {low LQ., social incom- 
petence, positive neurological signs) referred to clinics have been diag- 
nosed as mentally defective without any therapeutic test of the diagnosis. 
Although clinicians are aware that the learning process may be serh 
ously affected by emotional factors, the fact that a given case has a 
low LQ. in addition to positive neurological signs (which are sometimes 
given undue weight) usually disposes the clinician to deemphasize 
etiological factors of a psychological nature and to emphasize the organic 
factors. Had Chidester and Menninger considered their case as one of 
mental deficiency due to some organic factors (the exogenous type of 
defective) in which psychotherapeutic procedures were not indicated, 
their diagnosis would not have been questioned by most clinicians. 

The therapeutic problems posed by the above case and the way in 
which they were handled deserve discussion. Since this boy had no 
appreciation of his illness and was not set to communicate his feelings 
and thoughts to other people, the necessity of a “wooing” period is 
clear. The therapist had to behave in a manner which would make the 
boy want to see her and which would engender and reinforce his 
dependence on her. This relationship had to be of a nature which 
would make responsiveness to the therapist more satisfying than avoid- 
ance. By utilizing her power of “reward,” she was in a position to make 
the child inhibit certain kinds of responses while increasing the fre- 
quency of expression of others. The preparatory period, in effect, served 
to make the child begin to be aware of and to respond to external rather 
than internal stimuli, the beginning of reality testing. The technique 
of direct interpretation may be said to have served a similar function 
in that such statements put into words the boy’s relation to and attitude 
toward others. For example, when Henry decided to discontinue treat- 
ment because the therapist was talking to other children in the school 
(see p. 273), the direct interpretation offered served to make him think 
of, to become more aware of, his feelings toward his mother (an external 
figure) as well as to reevaluate his feelings toward the therapist (another 
external figure). His decision to continue treatment indicates that he 
was aware of external as well as internal factors. It should be realized, 
of course, that the therapeutic value of a direct interpretation depends 
on how and when it is offered, the degree of generality with which it 
is verbalized, and the number of times it is made. Many times it is 
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extremely difBcult to determine from published studies the degree to 
which acceptance of a direct interpretation is a function of the patient s 
uncritical acceptance of what is offered or the result of the patient’s 
understanding the problem the way the therapist does.^ In any event, 
direct interpretation as employed by Chidester and Menninger seems 
to have had results. Another feature of this case that bears discussion 
is the fact that the boy was treated m an institutional setting in which 
he was sympathetically but consistently handled, his activities observed 
and controlled, and the family situation in which his difficulties arose 
absent. It is reasonable to assume that the fact that this boy was in a 
strange setting made it easier for him to respond to the therapist’s 
friendly overtures. In effect, the therapist had no competitors for his 
affection and confidence. It goes without saying that an institutional 
setting which does not provide parental substitutes or some kind of 
consistent and satisfying interpersonal relationships will more often 
than not have a retarding rather than an accelerating effect on in- 
tellectual-social growth (see Chapter 6). 

It will be obvious to the reader that the improvement shown in the 
above case took place over a long period of time (four years) and 
was the result of painstaking efforts. It might be argued that the amount 
of time spent on this one case could have been employed in the treat- 
ment of many children with lesser difficulties and more favorable 
prognoses. While this practical objection may be true, it cannot be 
denied that this case is of great value in that it challenges the validity 
of some prevalent diagnostic practices and underlines the necessity 
for research in an area which has been neglected for too long. Since 
mental deficiency is considered an incurable condition which responds 
in only a limited way to various types of educational and vocational 
training, it is surprising that psychotherapy as a test of the validity of 
the diagnosis of mental deficiency has received scant clinical and 
research attention. 

3 Clark {49) reported on the psychoanalytic treatment of institutionalized de£ecti\es, but 
his criteria for diagnosis arc not at all clear. In describing his cases he gives little 
background material, neurological data, and psychological test results. Most of Clark’s re- 
ports consist of a very involved theoretical formulation of the “mstinctual’* basis of the 
behavior of his cases, for which there is no validatmg evidence. His therapeutic procedures 
are not presented clearly and their effects are difficult to evaluate. It is Clark’s conclusion 
that psychoanalyuc therapy is feasible with defectives. Although the case presented by 
Chidester and Menninger seems to support this conclusion, it is difficult to say whether 
Clark’s data are corroborative evidence. 
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There are few published data on the use of and benefits from indi- 
vidual psychotherapy with institutionalized defectives. This is not 
surprising when one considers that the institutionalized defective has 
usually been viewed as either a medical-custodial or a narrowly con- 
ceived educational-vocational problem. The lack of attention which 
the institutionalized defective has received from psychologists and psy- 
chiatrists can be seen from Humphreys’ survey { 141 ) of the publications 
of the American Association on Mental Deficiency. The survey, done 
in 1935, covered 59 years of the Association’s publications. Humphreys 
{ 142 ) “found that of the six hundred and eighty-one papers studied 
according to content, nearly 19% could be classified under 'Psychology 
and Psychiatry’ but the percentage of papers dealing with analytical 
studies of the emotional life of the individual defective amounted to 
only 1.5% of the total papers of the Proceedings. The statistical and 
psychiatric trend survey of the paper showed that no matter what the 
exact percentages may be, or what psychiatric activities may be included 
under the general term of custodianship, very little well integrated 
psychiatric work has been done in the American State Schools. How- 
ever, a recognition of increasing interest in psychiatry in relation to 
the study of mental deficiency, was clearly shown.” This increased 
interest, however, has not been reflected in the area of psychotherapy 
with these cases, although the need for such work has been emphasized 
by Humphreys { 143 ), 

Thorne’s report (297) of the results of systematic psychotherapy with 
institutionalized defectives is one of the few in this area. In setting up 
the psychotherapeutic program the usual institutional manner of 
handling problem children was changed. “Under previous administra- 
tions disciplinary problems at the schools had been handled by repres- 
sive methods involving rather strict punishment including occasional 
corporal punishment for serious offenses. The old plan of training was 
oriented toward the general objective of making each child into a 
compliant institutional inmate who was supposed to submerge indi- 
viduahty in becoming a cog in an impersonal organization.” The basic 
objeoives of the psychotherapeutic program involved “(a) accepting 
the mental defective as being a worthy individual in spite of his defects, 
(b) permitting expression and clarification of emotional reactions, (c) 
patiently teaching him methods for resisting frustration and achieving 
emotional control, (d) outlining standards for acceptable conduct 
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within the ability of each individual child, (c) building up self-con- 
fidence and respect by providing experiences of success, and (f ) training 
the child to seek help intelligently through counseling when faced with 
unsurmountable problems.” 

The psychotherapeutic methods employed by Thorne were sugges- 
tion, persuasion, advice, and reassurance. Nondirective methods were 
also found effective at certain times: 

“In our experience, the nondirective methods developed by Rogers are 
very effective in certain stages of treatment when the objective is to assist the 
child to express and clarify his feelings and emotions. When dealing with the 
child who is emotionally upset, it is desirable to listen quietly to the initial 
outburst of feeling, reflecting and clarifying feelings nondirectively. If the 
child quiets down within a reasonable period of time, counseling goes to a 
discussion of what can be done to solve the difficulties. In many instances, 
nondirective handling alone is sufficient to solve the difficulties. If the child 
is so disturbed as to be completely unapproachable, he is placed in isolation 
until the emotional storm has subsided and he is willing and able to discuss 
the situation reasonably.” 

In Table 33 are presented some relevant data about the cases reported 
by Thorne, The causes for referral for psychotherapy were insubordina- 


Table 33. Showing the Sex, Age, and Intellectual Level of a Group of Institu- 
tionalized Mental Defectives Who Received Intensive Counseling and 
Psychotherapy Because of Behavior Problems (297) 


Ages 

Imbeciles 

Male 

Morons 

Borderline 

Imbeciles 

Female 

Morons 

Borderline 

0-9 


2 



1 


10-19 

3 

9 

3 

2 

7 

2 

20-29 

4 

6 

1 

3 

10 

3 

30-39 




3 

3 


40^9 

1 

1 


1 

2 



Totals 8 

18 

4 

9 

23 

5 


tion, fighting and quarreling, elopements, severe temper tantrums, 
stealing, and sex problems. In evaluating the results of psychotherapy 
the following factors were considered: conduct record, number of 
breaches of discipline, school and work records, and clinical judgments. 
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With these criteria, 45 cases were considered improved, 16 unchanged, 
and 7 worse. 

The difficulty which the clinician encounters in setting up a psycho- 
therapeutic program can be seen from the following statement by 
Thorne: “The most difficult obstacle to the accomplishment of this 
program is to convince all concerned that it can be done. At the begin- 
ning of the program the older employees made dire predictions and 
stated that nobody could handle these cases without strict and repressive 
punishments. Corporal punishment died a hard death. . . . Perhaps 
most difficult is to convince employees that they largely make their own 
problems through failure to use psychological methods of studying and 
handling the children under their care.” The significance of Thorne’s 
conclusion that psychotherapy with defectives is both possible and 
profitable and that an extensive research program should be under- 
taken to exploit its possibilities has not been recognized by many insti- 
tutional administrators. 

The following two cases treated by the writer are presented in some 
detail in order to emphasize the role of psychotherapy with institu- 
tionalized defectives and to illustrate some technical problems that arise. 

The Case of Lottie 

Lottie was born in 1922. She was committed together with her mother and 
brother to the State Institution for Defectives in 1929. Lottie was committed 
“because of neglect at home and low mental rating. Before admission she 
was living with her parents and younger brother on the Town Farm. The 
mother is reported to have left school at 15 years of age. She had reached the 
fifth grade and was profane, quarrelsome, fault-finding, and totally incapable 
of caring for her family. She could not cook, take care of a house and the 
children were filthy.” The father was described as a drunkard who was com- 
pletely irresponsible. The following excerpt is from an institutional report 
written several months after admission: 

“Lottie is an able-bodied, attractive-looking, seven-year-old child with a 
mental age of four years, six months, and an intelligence quotient of 74. 
Her mother is also a patient in this institution. She is very tidy, careful of 
her clothing and very clean in her personal habits. She is most attentive to 
her teeth and nails. Mrs, B. reports that in her opinion she is nearer normal 
than any other child in the institution. She talks a good deal and usually 
in a quiet, sensible way. She mixes well with the other children, and is a 
leader in all her games. Her manner is polite, and her table manners excel- 
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lent. She knows how to use her head. She shows fair judgment and reason- 
ing powers. Insofar as a child of her age is able, she can make herself very 
useful. Often in the evening she will report incidents of the day, happen- 
ings at school and sometimes her remarks are very shrewd, and cute. One 
evening while her group was being undressed for bed, an announcement 
was made that the superintendent was making rounds with visitors. Mrs. 
B. was downstairs in the clothes room, and for a few minutes there was 
much excitement and confusion in an endeavor to get things straightened 
out, clothing readjusted, etc. After everything was put in order she said: 
‘Oh Mrs. B. I was so scared that everything wouldn’t be all right until I 
saw you coming. Everything went off just fine, didn’t it?’ On another 
occasion she was kept in quarantine for a few days. When released she 
wouldn’t allow other children to come close to her, ‘for fear they might 
get It too.’ This child has undoubtedly promising possibilities.” 

The following was written one year after admission. 

“This little girl of eight years is very attractive in appearance and plays 
like a normal child. She plays quite well with the group of children her 
own age, occasionally shows a very naughty disposition. If unable to run 
things as she wishes, she will sulk and has lately been biting her hands 
when angry. She did this the other day because another child refused to 
come into the building and get her a drink of water. When questioned 
concerning her behavior, she said that she bit herself because she had 
seen other children do the same.” 

It was also noted in the history at this time that the older girls in the insti- 
tution were inclined to make a pet of Lottie and that there was a tendency 
for her to be spoiled. The following is typical of later institutional reports: 

(School report for 1936) “Lottie has very litde ability for academic 
work. She is impertinent and makes disturbances in class. She talks loudly, 
gets angry instantly, and it is difficult to make explanation to her at times 
as she sees things her own way. Conduct is unsatisfactory, very moody, 
doesn’t accomplish much, has shown a slight improvement in personality 
the last few months. In leader work, she gets excited easily. When criti- 
cized she becomes sulky, cries and carries on, mean and nasty to her class- 
mates, quarrels with them often, striking them, disobedient, sassy and 
troublesome, bad tempered, boisterous, swears frequently. 

(1938) “Lottie has been moody this year. One day she is interested in 
her work and the next day she is ready to give up. She grumbles and 
complains constantly, is very siUy and boisterous, seeks attention from 
older girls by becoming sulky and disagreeable, quarrelsome, carries stories 
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and trys to start trouble. Her work hasn’t been as good as it has been in 
other years.” 

In 1940 Lottie was transferred to a new institution for defectives. Again 
one finds in institutional notes mention of surliness, insolence, and bravado. 
A more rounded picture of this girl is given in the following excerpt from a 
report written by a schoolteacher toward whom Lottie had always seemed 
unusually well disposed: 

“When Lottie was admitted here in 1940, she appeared to be a very un- 
happy, discouraged, contrary girl. She was extremely untidy and discour- 
aged about her appearance, feeling that it was useless to bother as she felt 
herself very homely and queer-looking and that no amount of fussing 
would change her looks. She also felt that no one cared about her appear- 
ance, happiness, or future. In fact, she felt that her only future was here in 
the institution and that she was even too ‘dumb’ to get a decent job here. 
She was inclined to be sulky and when spoken to would act very rudely in 
order to hide her embarrassment. She would very deliberately break rules 
to prove her braveness. She would repel any overture of friendliness for 
fear that you were being sorry for her. She would be insolent to any one 
being kind to her so that no one could feel she was currying favor. 

“She was very fond of her brother (who together with the mother had 
also been transferred), but beyond a very superficial interest, he paid no 
attention to her. She took little if any part in athletic activities and yet at 
heart is rather a tomboy. She visited her mother in the T.B. unit whenever 
possible but worried after every visit. One of her major fears is being left 
alone without friends or family.” 

The following are the intelligence quotients reported from different ex- 
aminations: in 1928 an I.Q. of 59, in 1929 an I.Q. of 74, in 1939 an I.Q. of 45, 
in 1942 an I.Q. of 48, and in 1944 an I.Q. of 51. Lottie had always been diag- 
nosed as a familial (garden-variety or endogenous) defective. 

The decision in September, 1945, to attempt psychotherapeutic interviews 
with Lottie stemmed from her refusal to take some psychological tests. The 
psychologist had come to her classroom to take her to his office, but when 
the teacher asked her to accompany him she refused to do so. She sat in her 
seat muttering to herself and indicating with facial expressions that she did 
not want to go. After some prodding by the teacher, which had no effect on 
Lottie, the psychologist said somewhat angrily that if she did not want to 
take the tests she did not have to and he left the classroom. Later in the day 
the psychologist sent for Lottie to come to his oflEce. When she came in, it 
was obvious that she had been crying a great deal. However, she was very 
sullen and unresponsive and answered routine questions in a barely audible 



PSYCHOTHERAPY 


^5 

tone, never once looking at the psychologist. Shortly after the administration 
of a test was begun, tears came to her eyes. She tried to keep them back but 
soon she was crying very hard. The psychologist let her cry for several min- 
utes, after which he asked her if she would tell him why she felt as unhappy 
as she did. Lottie, who kept her head down on her chest, merely shook her 
head. The psychologist then asked her if she would accompany him to the 
school canteen where they could get some ice cream. Lottie, her face still out 
of sight-, did not answer and when the psychologist came over to her and 
took her hand she very meekly accompanied him. During the walk to the 
canteen she kept her face buried in her chest but held the psychologist’s hand 
very firmly. In the canteen she was very ill at ease and said that she did not 
want anything but when ice cream was placed before her, she began to eat 
it in a very self-conscious manner. When the psychologist jokingly asked her 
why she always had her face down on her chest (making the eating of the 
ice cream quite a feat), she said, “My face is nothing to look at.” When the 
psychologist said that he disagreed with her, she obviously appreciated the 
comment. In answer to a question about whether her brother had written to 
her from the Army, Lottie shook her head and when the psychologist ex- 
pressed surprise she said, “I’m disappointed and not disappointed at Tom 
for not writing me — ^he did that before.” During the walk back from the 
canteen the psychologist said that he felt badly about the fact that Lottie 
was so unhappy and he would like very much to help her, if Lottie thought 
he could help her. Would she like to come to see him regularly and talk 
things over? Lottie nodded and the psychologist went on as follows: 

“It’s probably going to be hard for you to talk about some of Ae things 
that bother you but unless you do tell me what’s on your mind I won’t be 
able to be of much help to you. I’ve got to know how you feel, why you do 
and did certain things, and what you think will make you happy. I want to 
tell you now that when we talk things over I may not always agree with 
what you have said or done. Because I don’t agree with you doesn’t mean 
that I don^t like you. Just as I always want you to feel that you can talk to 
me about anything, I want to feel that I can tell you what I think. I don’t 
want you to keep anything back because you think I’m 'Staff’ and I might 
tell others what you tell me. Whatever you tell me stays with me — that’s 
something between you and me and it will be no one else’s business. I expect, 
of course, that whatever we talk over you will also keep to yourself. Unless 
we trust each other we are not going to get very far. Again I want to say 
that if I tell you that I think you’ve done something wrong. I’m telling it to 
you not because I don’t like you or I want to make you feel bad but because 
I want to help you. Sometimes I’ll probably be wrong in what I say but I 
want to fed that I can tell you what I think. If you fed that you will not be 
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able to talk to me about what bothers you, then I wish you would tell me 
now. If you decide that you want to come to see me regularly. 111 set aside 
some time three days a week when well get together. That time will be for 
you and no one else. Another thing, any time you decide you don’t want to 
see me any more all you have to do is say so. Don’t feel that if you decide not 
to come 111 be angry and hold it against you. Regardless of whether you 
come or not I’ll always be ready to help you in any way that I can.” 

When asked if she wanted to assent to the “agreement,” Lottie nodded. 
Appointments were made for stated times on three days of the week. 

One of the most difficult obstacles in establishing a “give-and-take” rela- 
tionship with this girl was her fear and unwillingness to verbalize feelings 
and attitudes. During the initial interviews she would sit with her head either 
down on her chest or turned to the side — ^anything in order not to look at the 
psychologist. When she came into the office she would say hello in a friendly 
manner, but as soon as she sat down in the chair the “avoidance” behavior 
would begin and she would be unable to talk. If the psychologist said noth- 
ing, long periods of silence would ensue during which Lottie might occa- 
sionally look furtively at the psychologist, giggling embarrassedly when he 
registered mock surprise at her attempt. During the first seven interviews 
this girl could not initiate a conversation and it was necessary for the exam- 
iner to adopt a very direct approach. The first “problem” attacked was why 
she could not look the psychologist (and other people) in the face. Her re- 
plies to these inquiries were, “If you were like me, you couldn’t look people 
in the face either.” She would not and could not elaborate on this reply. 
When the psychologist said that the reason he thought she behaved this way 
was that she felt she was not pretty and that people would not like her, she 
remained silent for some time and finally nodded her head in agreement. 
When the opinion was expressed that she was a rather attractive girl and 
that there were people who had said that they liked her a great deal, Lottie 
became very embarrassed and although she denied the validity of the state- 
ments she obviously was pleased by them. She would react similarly when 
the psychologist said that he liked her. 

Sometimes she would mutter something that was inaudible but when she 
was asked what she had said she would shake her head or say that she had 
said nothing. On one of these occasions the psychologist thought that Lottie 
had said, “I’ll always be unhappy. You can help it but it will never happen 
to me. Questioning did not result in any reply. When this occurred the 
psychologist would remind her of the original agreement between them 
about “talking” and would indicate his disappointment and displeasure at 
her failure to adhere to it, statements which sometimes resulted in a sort of 
hostile silence. When this occurred during the seventh interview, the psy- 
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chologist said that he could not be o£ help to her until she felt that she could 
talk to him. Lottie sat in silence for the rest of the allotted interview time 
and when the psychologist indicated that the time was up she walked out of 
the office in an aggressive fashion banging the door after her. When she 
came in the next time, she appeared like a penitent child. After a period of 
silence she said, “Why didn’t you look at me at breakfast?*^ You looked at 
the floor but you didn’t look at me. You wanted to show me how bad it is 
not to look at a person.” At the end of this interview Lottie, for the first 
time, looked directly at the psychologist when she said goodbye. She ap- 
peared somewhat flustered and self-conscious because she knew she was do- 
ing something she never had done before. 

There were many opportunities for discussion of Lottie’s fear and avoid- 
ance of people. When Christmas time came, she reported that she had re- 
fused to participate in the school pageant. “I refused to be in the pageant. 

I don’t like people staring at me. That’s why I stand with my head down in 
the dining room. I’m shy.” At another time the psychologist was conducting 
some visitors around the institution and when they entered the unit in 
which Lottie was working, she turned her head away and never once looked 
at the psychologist or the visitors. When this problem was discussed with 
her Lottie would usually react in a somewhat sullen and hostile fashion, 
saying that it didn’t matter how she acted, that she would always be in an 
institution, and that she just didn’t want people looking at her. It was in- 
variably pointed out to her that her avoidance of contact with people was 
due to unrealistic attitudes toward herself and that the effect of her behavior 
was to give people the wrong impression of her. “You’re afraid that people 
will think you are not pretty and that you are not smart. So you are afraid 
to look at them and talk to them because then you would be giving them a 
chance to see that you are neither pretty nor smart. But by acting that way 
people will really think that you are not smart — which is the one thing you 
don’t want them to think.” In answer to this Lottie once remarked, “The 
next time you bring visitors around I’m going to dig a hole and hide till 
they go away.” Another time she said, “I may look dumb but Fm not.” 

When it was pointed out to her that her fear of meeting people would 
make it difficult for her when she left the institution, Lottie’s feelings of hos- 
tility and futility were blatantly expressed. She would laugh sarcastically at 
the idea that someone thought she “would ever get out of here.” “It may 
happen to somebody else but it will never happen to me. What difference 
does it make how you act if you never get out of here.?” This girl’s convic- 
tion that she would never leave the institution (“They’ll carry me out in a 

Lottie helped as a waitress in the dining room for the breakfast and supper meals, 
rhirino- the dav she worked in the sewing room. 
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box’*) was so deep-seated that encouragement and reassurance by the psy- 
chologist had no effect. Lottie’s attitude was, of course, completely under- 
standable. She had been told innumerable times that “some day” she would 
be sent out of the institution. She had seen other children leave it and could 
never understand why she had been ignored. She had never been given a 
concrete indication that plans were being made for her to be placed in the 
community. With this background of institutional promises it is under- 
standable why it was less painful for her to believe that she would never be 
placed than to entertain a hope which was inevitably followed by disappoint- 
ment. From this attitude of futility it was only one step to the formula: “If 
they won’t do anything for me, why should I do anything for them? If you’re 
bad you don’t go out and if you’re good you don’t go out.” This created a 
most difficult therapeutic problem. As long as Lottie believed that she would 
never leave the institution the therapist was powerless to influence her be- 
havior. If she could not believe that the psychologist’s reassurance about 
placement had any likelihood of occurrence, then there was no reason for 
her to want to follow his suggestions and advice. 

The manner in which this problem might be handled was largely deter- 
mined by the nature of the relationship between Lottie and the psychologist. 
There were many indications of her attachment and fondness for him. For 
example, on several occasions when disapproval or disappointment was ex- 
pressed at her behavior (sullenness, angry spells, difliculty with supervisors, 
refusal to talk, etc.), Lottie would say, “You really don’t like me. You Hke 
to criticize me.” Sometimes this would be said in a worried tone of voice 
and at other times in a manner as if to say, “You see, you really don’t like 
me the way you said. You never meant it. I can’t believe you.” On several 
occasions after interviews in which Lottie either petulantly refused to talk 
or expressed pride in having acted aggressively toward her supervisors, or 
had announced her unwillingness or inability to change her behavior, the 
therapist received a note from her asking forgiveness and hoping that he 
would want to see her again.® 

s The following letter was sent by Lottie after an interview in which she had reported 
in a flippant manner some misbehavior, resented the psychologist’s expression of disap- 
proval, and left the office without saymg goodbye. 

“Dear Dr. 

Just a few line to said that I’m sorry that I did not said goodbye to you. You think that 
I don’t blieve you what you said to me. but I bleive you what you tell me. 

“I no that you give up talk to me. but you think that I won’t act like a lady but some 
day you will be glad that I act like a lady. 

I hope you have a nice time read this letter so please let me know what you think 
about it. 

From 

Lottie” 
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One day Lottie came to the ofSce wearing glasses, something which the 
therapist had never seen her wear before. He expressed surprise at the 
glasses and inquired about how she had found out that she was in need of 
them. To his surprise Lottie replied that she had had the glasses for a long 
time. 

Psychologist: How come you are wearing them today? 

Lottie; The cottage matron said I was supposed to wear them and that I 
couldn’t go out today until I put them on. 

Psychologist: Why haven’t you worn them before? 

Lottie: (Ai this point her head went down on her chesty a movement 
which the psychologist had learned to recognize as an indication that she 
did not want to answer the question.) 

Psychologist: (After several minutes' silence.) The reason I asked that 
question, Lottie, is that I was puzzled about why you haven’t worn glasses 
before today. Now I’m puzzled about why you don’t want to answer the 
question. You remember our agreement about talking. It may be hard for 
you to answer the question and so I’ll give you as much time as you need 
to answer it. Until you show me that you will stick to the agreement, 
there’s nothing I can do or say. 

Lottie: (After approximately ten minutes of silence.) Because the girls 
called me four eyes. 

Psychologist: When the girls call you four eyes, it reminds you of what 
you think about yourself, that you are not pretty. (Nods her head in agree- 
ment.) But I still don’t understand why it was so hard for you to answer 
the question. Why couldn’t you tell it to me? 

Lottie: ( After another ten minutes of silence.) Because you wear glasses. 
Psychologist: ( Somewhat recovered from his surprise.) You thought that 
I would be hurt the way you were by what the girls said. 

Lottie: Yes. 

The girl’s fondness for the therapist was also revealed by cottage and work 
reports which indicated that she talked inordinately about how much she 
liked him, kept tabs on all his activities, and became impatient when the 
time for the interview approached. It was also indicated that she was very 
proud of the fact that she had regular appointments with the psychologist 
(and could make others if she felt it necessary) and was not above flaunting 
the relationship as a sign of distinction to other girls. As might be expected, 
in the interviews Lottie could express her fondness only in the most indirect 
manner. It was the therapist’s impression that as Lottie’s fondness for him 
increased, the fear of being rejected and unliked by him also increased, mak- 
ing it more likely that she would “find” in his statements and mannerisms 
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evidence for her fear. It also seemed to the therapist that much of Lottie's 
aggressive and petulant behavior in the interviews was a way of testing his 
feelings toward her. Whenever he felt that these attitudes toward self and 
therapist were behind her behavior, he would reiterate his fondness for her 
and emphasize that because he disagreed with or criticized her should not 
be taken as an indication of dislike. 

Lottie’s growing fondness for the therapist and her dependence on him 
as a source of satisfaction were utilized by him as a means of shaking her 
conviction that she would never be given an opportunity to return “to the 
outside.” During an interview in which she cried and repeated her belief 
that she would always be in the institution, the psychologist forcefully re- 
plied: “If you really believe that, then it means that I haven’t been of help 
to you. I have told you time and time again that you will be given a chance 
to go out, but I suppose you think that I just tell it to you to make you feel 
good. What I haven’t been able to make you understand is that if I thought 
you would never go out, I wouldn’t waste my time seeing you. There are 
other boys and girls whom I could see who would be willing to try to change 
their behavior so they could do a good job when they go out. You deserve 
to go out but there is a lot you have to learn first. But since you don’t believe 
you’re ever going out, you’re not willing to try to change yourself. I feel 
very badly that you feel it’s all hopeless because it means I’ve failed to help 
you. I haven’t been able to make you see that you will go out if you will 
only make an effort to act difierently in some ways. I’m sorry that I’ve failed 
because I like you and I wanted to help you. If I didn’t like you and I thought 
I couldn’t help you, I never would have started to see you. Since you can’t 
believe what I say about going out, I suppose you ought to stop coming to 
see me because I don’t see how I can help you. Unless you believe what I say 
and really try to change some of your actions, I suppose we ought to call it 
quits. What do you think.? It’s your decision.” Lottie remained silent for 
several minutes and then said that she believed what the psychologist said 
about going out and she wanted to continue seeing him. After this state- 
ment from Lottie the psychologist stated what proved to be the chief theme 
of all subsequent interviews: that he would help her in every way to help 
herself. 

In the subsequent months there was a marked change in Lottie!s behavior. 
Her work supervisors and cottage matrons noted that her angry spells and 
sullenness had noticeably decreased in frequency and that her relationship 
with other girls was also more smooth. In the interviews she was more spon- 
taneous and frequently reported in a proud manner her own awareness of 
a change: “I don’t mutter anymore.” “I try to look at people when they 
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talk to me.” “It’s hard but I keep my temper.” During a i^riod when the 
psychologist was ill, he received the following note from Lottie: 

“Dear Dr: 

“I was very sorry to hear that you wher sick in bed but I hope you will 
get butter soon. 

“I am still keep my head up that some day I will get what I wish for. 
I am try to be a good girl for you wild you are sick in bed. So please don’t 
think that I am be a bad girl girl wild you are sick. 

“Please stay in bed wild you are sick. And I can wait for you to get 
butter so don’t think of me wild you are sick in bed. I will close. I hope 
that you get butter. 

“From your friend 
“Lottie” 

The following is from a report of Lottie’s continuation schoolteacher: 

“She is very much improved in several ways. She is no longer insolent 
in the dining room. She is courteous and agreeable and her reserved 
manner is friendly now rather than repellent. She is trying very hard to 
obey laws pleasantly and quietly without the undercurrent of muttering 
that always accompanied her objections. She feels that she is not hopeless 
and can really learn something and so she has doubled her endeavor. Her 
progress in Continuation school has been good. Her greatest progress has 
been made recently. 

“She will read aloud now in the presence of strangers where before she 
would read only if I would take her alone. She is still afraid of new situa- 
tions but she will attempt to solve rather than ignore them. Arithmetic is 
very difficult for her but for the first time in her life she is really attempting 
to do it.” 

The following is from a report of the supervisor of the employees’ dining 
room in which Lottie worked: 

“Five months ago her attitude was so indifferent, one can hardly believe 
today’s girl is the one who then went into a rage at the slightest upset. To 
suggest a divergence from routine brought an outbreak of words in such 
an awful voice there seemed no way to calm her. Then followed such 
melancholy I pondered much on how to break it. With these came many 
jealous spells which could scarcely be broken. At that time she could only 
handle six or seven people at mealtime. 

“Now rarely, very rarely, does Lottie have a suggestion of nerves. It is 
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weeks since an unpleasant vocal outbreak. There is no evidence of jeal- 
ousy, much greater goodwill for the girls, and an ever readiness to fulfill 
any request of mine. Daily she serves thirteen people for lunch. When an 
emergency arises, let it be hard work, an errand, or an employee party, 
Lottie will exclaim, ‘Let me do it. I can do it.’ ” 

Although there was a noticeable change in Lottie’s institutional adjust- 
ment, on more than one occasion her relation with the psychologist resulted 
in a return of her sullenness and aggressiveness. In one interview (seventh 
month) Lottie was obviously, for some undetermined reason, feeling very 
aggressive. She avoided looking at the psychologist, gazed indifferently out 
of the office window, and responded to questions about her actions in a tart 
and hostile manner. After several minutes of silence during which she was 
the picture of feigned disinterest, the therapist said: “I wish I knew why you 
feel the way you do and why you are acting this way toward me. Since you 
feel the way you do, maybe you would rather cut things short today and 
leave.’" To this she replied testily: “If you want me to leave, I’ll leave. Good- 
bye.” She banged the door after her. The next day the psychologist received 
a call from her supervisor, who reported that Lottie was upsetting the unit, 
was refusing to do as she was told, and was as negativistic as she had been 
months before. When Lottie came in for her interview on the following day, 
she was obviously somewhat depressed. When the psychologist said to her, 
“You felt pretty angry toward me the last time, didn’t you.?*” Lottie readily 
agreed- She was silent for a while, then said, “Why are they always saying 
that they’re going to tell you what I do.?’ They’re always saying, ‘I’ll tell Dr. 
Sarason about that. I’ll tell Dr. Sarason.’” Lottie’s imitation was, to say 
the least, caustic. 

Psycholooist: When these people say that, it gets you pretty angry. When 
that happened a couple of days ago, you let it out on me. I sort of have 
the feeling that underneath it all you’re angry at me too because I tell you 
when I think you’re wrong. 

Lottie: (With feigned annoyance,) They tell me these things as if I’m 
your daughter and you’re my father. 

Psychologist: Can it be, Lottie, that the reason you acted up yesterday 
was because after you left last time you felt I didn’t like you? 

Lottie: I know you don’t like me because of the way I act. I can’t help it. 
Psychologist: (Sighing,) Maybe I’m expecting too much. 

Lottie: (A little scared,) I can change if I want to. 

Psychologist: It would make you and me happier if you did. 

During the eighth month of interviews the psychologist informed Lottie 
that plans were being made to secure her a placement and that it might be 
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a good idea for them to discuss some of the problems that she might en- 
counter. The possibility that she would be leaving the institution in the next 
few months produced mixed reactions in Lottie. On the one hand she felt 
elated, and on the other she was apprehensive about how she would make 
out. The psychologist told her in a direct fashion that her chief difficulties 
would be (1) feeling of unlikability, (2) fear of rejection, (3) fear of new 
people and situations, (4) and inability to communicate feeling to other 
people. “You’ve lived in an institution for most of your life. You’re going 
to see new people and places. You’re going to be asked to do things that you 
may not have done before. At first you’re going to be frightened at the new- 
ness of being outside. You’re going to be lonesome. You may even cry at 
the beginning. But you must remember and always be sure to remind your- 
self that when you feel frightened and lonesome and unsure of yourself that 
it is perfectly natural for you to feel that way. If I were in your place, I would 
feel that way too. At the beginning everything is going to be new to you but 
that will wear off. After awhile you’re going to wonder why you were ever 
scared.” The attitudes which placement engendered in Lottie may be 
gleaned from an excerpt of an interview in which she was not “in a talking 
mood.” 

Psychologist: I’m wondering what you’re going to do when the woman 
you work for asks you questions. 

Lottie: I won’t answer her. 

Psychologist: For example, what if she asks about your mother? 

Lottie: I’ll say I haven’t any. 

Psychologist: You think that’s a good answer? 

Lottie: That’s what they used to tell me. When I lived with my grand- 
mother they told me that. Wouldn’t it be good for the woman I work 
with if she didn’t have to talk to me? 

Psychologist: You still think that no one could like you and that people 
will think you are not smart. 

Lottie: Other girls are smarter than me. They can talk to people. It’s hard. 
Psychologist: I don’t think I agree with you. You’re just as smart as the 
other girls and you can do the things they do. But the important thing is 
not what I think but that you think the way you do about yourself. That’s 
why it’s so hard for you to talk to people. You’re afraid they won’t like 
you and that they will think you’re not smart. That’s why it was so hard 
for you to talk to me at first. But you got over that with me and you have 
to get over that with other people. 

Lottie: It’s hard. You don’t believe me. (Is silent for several moments and 
then says with difficulty,) I’ve been locked up for so long that it’s hard 
for me. 
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Psychologist: But it’s not hard as it used to be. 

Lottie: No. But it’s still hard. But I’m trying. 

The following excerpt is from an interview which took place the day after 
the psychologist had visited Lottie’s work unit in the course of showing a 
visitor around the institution. The visitor had spoken to Lottie about her 
work and she had responded with no sign of discomfiture — in marked con- 
trast to her reactions to a similar situation several months previous (see 
p. 287). 

Psychologist: How do you think you acted yesterday? 

Lottie: All right. I wasn’t afraid. I didn’t want you to think I was scared. 
Psychologist: I certainly did not think you were scared. You really showed 
me that you can talk to people. Don’t you think that it will be easier for 
you on the outside when you meet people? 

Lottie: That’s different. 

Psychologist: Why? 

Lottie: I’ll be working for the lady. 

Psychologist: So? 

Lottie: Maybe she’ll be all right for a few days and then she won’t like 
me any more. 

Psychologist: You worry a great deal about that? 

Lottie: Yes. I hope we’ll understand each other. 

In the last month of interviews the psychologist presented to Lottie in a 
direct fashion the kinds of problems she would encounter on placement, her 
probable initial reactions, and the manner in which they might be handled. 
A realistic picture of what to expect was always accompanied by reassurance 
and support. 

Lottie’s placement was viewed with some misgivings. Although there was 
little doubt that her handling of interpersonal relationships had improved, 
it was recognized that this change took place in a restricted environment in 
which she was the recipient of special handling. The fact that she was going 
“outside” to a world in which she would be a stranger meant that she would 
encounter situations which could only arouse anxiety. She had grown up in 
a restricted geographical and psychological atmosphere. She was being put 
into a situation which would be taxing to an individual of higher capabilities 
and more varied experience. Against these considerations were the following 
opinions: (1) She was as prepared to go out as she would ever be, (2) pro- 
longed institutionalization would make placement in the future more hazard- 
ous, (3) even if she failed on this placement she would benefit from having 
had direct contact with another world, an experience which would make the 
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probability of success of future placements greater. It should be noted at this 
point that the psychologist had told Lottie on many occasions that if she had 
to be brought back to the institution, it would not be considered that she 
failed. 

Lottie was placed in the home of a middle-class family. There were several 
children in the home, the youngest being a newborn- The following is from 
an early report of the social worker: 

“Employer said patient was very slow, was sluggish in walking and in 
ail her actions, did not have a way with children. Employer thought she 
might make trainable material but her work was not of good quality. Em- 
ployer has been tied up with the baby in the morning and so had to let 
patient go ahead on her own but she showed no initiative. Employer says 
she is a rather sweet girl but very shy, tended to be a little nervous and 
did not seem to let down and mix well in the family group. The w'orker 
interviewed Lottie, who said she liked the home but naturally found it 
strange. She said she was lonesome the first few days and cried a little- Is 
trying hard to work satisfactorily. She did not seem to know what to do 
with herself during her free time.’’ 

Two observations recur in later reports: not knowing what to do with her 
leisure time and being frightened and unable to “unbend and relax.” Home- 
sickness and lonesomeness were also frequently noted. “The worker took 
Lottie out with some other girls on placements and the worker noted that 
Lottie in comparison to some of the others was quiet and had not learned to 
unbend.” Because the employer could not give Lottie individual attention 
and expected her to be able to carry on by herself, the placement was con- 
sidered by the employer and worker as unsatisfactory. Another placement 
was secured, this time on the farm of an elderly woman and her daughter. 
The social worker reported as follows: 

“Lottie took the change in placement as a personal defeat. Her first em- 
ployer reiterated that if someone could spend a great deal of time with 
Lottie she had great possibilities. The worker explained to the new em- 
ployer that Lottie was not too well trained but the worker thought that 
she was quite trainable but would need quite a bit of patience. The em- 
ployer did not like this too well. There was great confusion in the home 
when Lottie got there and when the worker left Lottie was crying a great 
deal.” 

The placement did not work out very well and Lottie was returned to the 
Training School. The social worker’s concluding note stated that she “did 
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not feel that Lottie was entirely to blame for her failure in the last home as 
the worker is not yet sure just what type of woman the employer was.” 

In evaluating Lottie’s adjustment to placement the following should be 
borne in mind: (1) From the time that Lottie left the institution she was 
under the supervision of the Social Service Department which at that time 
was located quite a distance from the institution; ( 2 ) although the psy- 
chologist had acquainted the social worker with his experiences with Lottie, 
the worker’s knowledge of Lottie was second-hand; ( 3 ) because of the pres- 
sure of her case load the worker was able to visit Lottie only on the average 
of once a week; (4) people who take institutional children to work in their 
homes generally expect to receive rather than to give service.® These factors 
indicate that Lottie was placed in environments wherein she did not receive 
the reassurance she needed in the consistent way in which she needed it if 
feelings of insecurity, inadequacy, and rejection were to be avoided. 

The crippling effects of prolonged institutionalization upon Lottie are 
best revealed by the following incidents. In her second placement Lottie was 
given a room on the second floor of the house, the employer and her mother 
sleeping on the ground floor. Each morning the employer would find Lottie 
asleep on the living room couch on the first floor. When questioned by the 
employer, Lottie said that she was afraid to sleep upstairs by herself. Despite 
the employer’s disapproval, Lottie always came downstairs to sleep on the 
couch after the others had gone to bed. When several weeks later the psy- 
chologist was discussing this with her, Lottie said, “Of course I was afraid. 
All my life I’ve slept in dormitories with a lot of other girls. I can’t sleep 
alone.” In her notes the social worker several times referred to Lottie’s com- 
plete amazement at trafiEc lights, large trucks, juke boxes, etc. On one occa- 
sion when the worker took her out for the day, Lottie was so overwhelmed 
by these sights and asked so many questions that she herself said to the 
worker, “You’re going to be tired of answering all my questions.” It may 
be assumed that aside from the visit of the social worker Lottie did not feel 
free to ask a fraction of the questions which came to her mind. 

The primary purpose of presenting the case of Lottie is to demonstrate 
the feasibility of psychotherapy with a defective child in an institutional 
setting. At the end of ten months of interviews this girl’s periods of 
sullenness and depression had noticeably decreased, she was more spon- 
taneous, she did not avoid new people and situations with as much 
apprehension, her efiiciency at work had improved, and she did not 

® TLe majority of workmg placements are successful. In most of these cases, however, 
the configuration of problems which Lottie presented is absent. Whereas the fourth factor 
might not be crucial in other cases, in Lottie’s case it was of great importance. 
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feel as personally isolated as previously. That this girl “failed” in her 
placement cannot be used to evaluate the effects of the psychotherapy. 
The placement notes indicate that procedures which were successful 
in other cases were not adequate for Lottie s needs. That Lottie needed 
special handling seemed to be due more to the effects of prolonged 
institutionalization than to an intellectual deficiency per se. 

In a preceding paragraph Lottie was referred to as a mentally de- 
fective child. The reader may be interested in some of the writer’s 
feelings toward and opinions about Lottie. Never once during the 
interviews was he ever aware that Lottie was defective. That she was 
very immature was painfully evident. In fact, he never regarded her 
in terms of her chronological age. He felt toward her and undoubtedly 
acted toward her like a big brother — a fact which did not prevent Lottie 
from regarding him as a father. It is the writer’s opinion that his being 
unaware of Lottie’s defectiveness was due not only to the fact that he 
responded to her as one would to a younger child, but also to the fact 
that he considered her intellectual, social, and personal inadequacies 
not as being due either to a deficiency which existed at or shortly after 
birth, or was of constitutional origin or of a nature which precluded 
normal development. Many times he was surprised at the degree of 
insight which Lottie had about her own behavior. Although she had 
difficulty in communicating feeling, it was not because she did not know 
how to express feeling or thought but because she did not want or was 
afraid to verbalize it. When she did express herself it was always 
coherent and to the point. She had no difficulty in understanding the 
generalizations of others and in formulating her own on the basis of her 
own experience. Her conception of time and space, as is to be expected 
from one institutionalized for such a long period, was unrealistic. She 
knew only certain kinds of people in certain kinds of roles and her 
fantasies about the “outside” were undoubtedly bizarre. Her absolute 
fund of knowledge was pitifully small. What she could not compre- 
hend seemed to be due to lack of experience rather than of capacity. 
What constantly surprised the writer was not what she did not know 
or could not do but what she did know and how quickly she grasped 
the nature of problems with which she was faced- His attitude toward 
Lottie might be formulated as follows: “If I experienced what she did, 
Fd be what she is today.” He did not feel that Lottie’s inadequacies 
were the result of an initial lack of the potentiality for normal growth. 
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The validity of this opinion may be questioned, although, as was 
pointed out in Chapter 6, the data necessary for its proof or disproof 
are not available and the question will be decided only by future re- 
search- From the standpoint of the therapeutic relation, however, it 
may be said that the fact that the psychologist felt the way he did about 
the girl was reflected in his actions toward her, actions which made it 
easier for her to respond and adjust to the realities of her environment- 

The Case of Stephen 

Stephen was born in 1929 at the State Farm for Women where his mother 
had been committed. His mother, who had an I.Q. of 45, was noted for her 
promiscuity. The paternity of four of her six children was never clear. When 
she became pregnant with Stephen, the putative father is supposed to have 
made arrangements to marry her but they never materialized and he left 
the state before Stephen was born. It is not clear from the history how long 
Stephen remained at the State Farm, but it appears that at a very early age 
he was transferred to a Catholic orphanage where he remained until his 
commitment to the State Training School for defectives. 

There were few developmental data in the case history. At birth Stephen 
was noted as having a microcephalic head, but later examinations did not 
mention anything unusual about the size or shape of his head. He walked 
at eighteen months. On only rare occasions did he ever have an outside 
visitor. The following is taken from the admission report: 

“Stephen has threatened to damage the oil burner at the orphanage by 
throwing matches in it. He threatens the sisters in the institution in gen- 
eral, He lies and disappears from the grounds. He also steals other chiL 
dren’s belongings and sells them for a few cents. Since Stephen is con- 
sidered an extremely troublesome and dangerous child, the sisters have 
asked to make arrangements for his commitment as soon as possible, 
Although only 13 years old, he is large for his age. 

“He has no control of social situations, shouts in classroom at school, 
leaves the room and wanders about. He is untrustworthy, lazy, sloppy, 
friendly, heedless and indiflerent. His reading ability is good but in other 
respects he has not made academic progress. 

“He loves to work [in the orphanage] in the kitchen and he enjoys do- 
ing this because he knows that after he has helped bake pies he will get 
two of them which he shares with other boys at the orphanage. He enjoys 
everyone being well fed because he himself likes to eat. He shares what 
he takes from the kitchen with others. He cares for the younger children 
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at the orphanage, entertains them quite well and reads stories to them. 
He is a leader and loves to get up amateur shows. The little ones respect 
him very much. He plays the piano by ear fairly well and as he plays the 
piano the little children follow him in song. He loves to play games with 
the children.” 

Stephen was admitted to the training school in 1943. The initial diagnosis 
was garden-variety deficiency. On psychological tests he received an LQ. of 
63 ( 1937 Binet), a Kohs Block Design score at the 11-year level, and academic 
achievement scores between the third- and fourth-grade levels. His institu- 
tional program consisted of half a day in a vocational assignment and the 
remainder in the academic school. Two years later he was given a full day's 
work assignment (bakery) and went to the continuation school one evening 
a week. 

The possibility of attempting psychotherapeutic interviews with Stephen 
was raised in 1945 by his schoolteacher. She had noted that he was moody 
and unhappy; he complained of his dissatisfaction with his cottage placement 
and did not seem to get along too well with the others boys. It was the 
teacher's impression that “if his feelings could be straightened,” he could 
function more eflSciently and at a higher level. It was suggested to her that 
she sound out Stephen about wanting to talk to the psychologist. If he indi- 
cated that he wanted to come, the teacher was to tell him that she would try 
to arrange for an interview. The aim of this procedure was to make Stephen 
feel that he was seeking out the psychologist, and not vice versa. Stephen 
expressed a strong desire to see the psychologist and an interview was ar- 
ranged. An incident which occurred two years earlier during the initial 
psychological examination probably played a role in Stephen's eagerness to 
come. During this initial examination the psychologist was called away from 
the testing room for several minutes. In this interval Stephen had gone 
through the therapist’s desk and taken a stop watch. When the psychologist 
returned, the examination was resumed and it was not until later in the day 
that the watch was missed. Stephen was not questioned directly, but his 
cottage father was asked to look through his things. The watch was found, 
irreparably damaged, among his clothes. In accordance with institutional 
rules he was put in isolation for several days. On his release the psychologist 
called him down to his office. When he entered the office it was obvious that 
he considered the worst punishment was yet to come. When the psychologist 
said that he was more worried about Stephen than about the watch, the boy 
was visibly surprised. The fact that the psychologist hoped that Stephen 
would always feel free to come and talk to him when things bothered him 
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and that he would always be ready to help him in any way that he could 
had a profound effect on the boy. Stephen left the oflSce feeling he had 
gained a friend. 

In the first psychotherapeutic interview it was clear that this boy would 
have no difficulty in communicating his problems. He was ill at ease for sev- 
eral minutes, shifted uneasily in his chair, and tended to avoid looking at 
the psychologist. 

Psychologist: Mrs. K. was telling me that you wanted to talk to me about 
some things that were on your mind. 

Stephen: Yes. Where should I start? I don’t know where to begin. There’s 
a lot. 

Psychologist: Start wherever you want. I know it’s hard to begin. 
Stephen: I’ll tell you about myself. 

Stephen then began to recount the story of his life. He talked so fast that 
it was very difficult to distinguish one sentence from another. He went into 
such minute detail and went from one event to another so that it was ex- 
tremely difficult to follow him. Every now and then he would pause for a 
moment, ask a question, usually answer it himself, and then go on with his 
stories. For the first half-hour of this interview, the psychologist did not say 
a word. This silence was as much due to bewilderment at the mass of detail 
as it was to technique. The following are some of the things that the boy 
related: 

1. He came to the orphanage when he was two years old. 

2. He was always stealing things. “I was sneaky. I did slicky things. I did 
things behind the nuns’ back. Now I know that if I keep busy I don’t 
get itchy fingers, I used to steal money from the poor box. Once I took 
the money and bought a pair of shoes. I used to steal a lot of food too.” 

3. He was not sure about his relationship to his mother, present stepfather, 
and siblings. ‘‘My mother used to visit me when I was small. She visited 
me in the summer. I’d get excited when she’d come. She stopped because 
her legs bothered her. She limps on one foot.” At another time he said, 
“I don’t know who my father was. My'mother has pictures of my father 
in the xoffin. She married again. I got a sister and there’s Tom and 
Richard but I don’t know if they are my brothers, I thought they were 
but I don’t know.” He also described his stepfather, who was a drunkard 
and fought constantly with his mother. “I’m ashamed to tell you these 
things but maybe you heard worse cases. Is he my real father? Is she my 
mother? I don’t know if he’s my stepfather. Sometimes he doesn’t come 
home at all. I don’t want a stepffither like that. I once saw him try to 
stab my mother. I was in the struggle. I got the knife away.” 
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"When the psychologist agreed that Stephen had many problems and that it 
might be a good idea to talk more about them the boy said he would like 
Tery much to come again. Appointments at stated hours three times a week 
were scheduled. 

In the second interview Stephen began to talk as fast as before and it was 
•diflScult to follow him. The psychologist said that it was difficult to follow 
him and wondered if he always spoke that way. (The psychologist knew 
that it was not his usual manner of talking.) Stephen replied, “I don’t al- 
ways speak that way. But Fm nervous.” 

Psychologist: Why do you feel nervous now? 

Stephen: Because Fm embarrassed because what I tell you. I think maybe 
you would change toward me. I never told anybody these things before. 

Stephen was reassured about the psychologist’s attitude toward him and 
the confidential nature of the interviews was explained. He then began to 
speak about his mother but referred to her now by her full name; for a 
moment the psychologist did not know to whom he was referring. 

Psychologist: Who is A H ? Is that your mother? 

Stephen: That’s it, I don’t know. She don’t act like my mother. 
Psychologist: Is it that you don’t want to believe it is your mother? 
Stephen: Yes. She doesn’t act right. She drinks. She yells and fights. She 
told me I should get training here so I can get a job and give her money. 
But I said to myself that Fm not. I’ll get a job with people and have a 
good time. 

Shortly after this discussion Stephen said that he had a question he would 
like to ask. He had overhead his cottage parents say that “he had his brain 
tested and he’s a lowgrade. There’s something wrong with his brain.” 

Stephen: Is there something wrong with my brain? I don’t think so. The 
boys make fun of me because Fm in a low-grade cottage but I don’t care. 
Psychologist: We certainly do not feel that there is anything wrong with 
your brain. We feel that you are going to get a lot from your training here 
and that you will do a good job when you go out. 

Stephen then returned to the discussion of his mother. His earliest memory 
was of “this woman” coming to see him. “She came with a litde baby and a 
strange man.” Then she stopped coming and he did not see her again for a 

7 When Stephen was admitted, he was placed in a cottage for imbecile boys, an unfor- 
tunate placement which was later rectified. The fact that he was not placed with boys like 
himself reinforced his belief that something was wrong with his brain. As will be ^icn 
later, this belief was longstanding. 
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long time. The other children in the orphanage used to taunt him because 
he had no mother and no one came to see him. “Then she started coming 
again. I was ashamed when she came and I wouldn’t go to her until she 
called me.” Stephen used to visit her home but he never had a good time 
there.® There were always fights and his mother was always telling him to 
take money from the pockets o£ his drunken stepfather. 

Stephen; (Thoughtfully.) I don’t know. Fm like them. 

Psychologist: How do you mean? 

Stephen: I used to see them [mother and siblings] take money and my 
mother would give them some but not me. So I took. I would get nervous, 
but when I didn’t get punished Fd do it again. 

The next several interviews were largely used by Stephen for discussing 
the nature of his relations with the other children in his mother’s home and 
his ambivalent feelings toward his mother. The more he talked about his 
mother the more his hostility toward her overshadowed his feeling that a 
son ought to love his mother. “She didn’t act like a mother. If she did she 
would have tried to get me out of the orphanage. Sometimes when she came 
she would tell me to get some flower plants for her. I would tell her I couldn’t 
but she would say I could if I wanted to. She used to tell me to steal things.” 

Following an interview in which his stealing had been discussed, Stephen 
came in the next time and spontaneously began talking about the reasons 
he took things. 

Stephen; I figured it out and now I know why I took things. I would want 
something and there was no way of getting it so I stole it. I wouldn’t get 
caught so I would do it. Like when I took your watch. I opened the drawer 
to get a pencil and I saw the watch. It was in me — ^temptation — I said I 
needed a watch. I was going to bury it in the ground in a box till they 
forgot about it. 

Psychologist: When else have you taken things? 

Stephen: I never took things when the Allens [cottage mother and father] 
were on duty. I was afraid he’d swing at me. 

Psychologist: What do you mean? 

Stephen: He’s older and stronger. He could smack you and hurt you. I 
was afraid. 

Psychologist: Who else are you afraid of? 

® The data supplied by the orphanage do not indicate that Stephen was allowed to visit 
his mother, who lived in the same city. While such visits may have been allowed, it is 
probable that many of them were not sancnoned and were either substitutes for going to 
school or mere absences from the orphanage. 
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Stephen: Fm afraid of Tony H. [a boy who worked in the bakery with 
him] He"s always fighting and Fm afraid of him. 

Psychologist: You feel that Tony is stronger than you are^^ [Stephen was 
approximately six feet tall and Tony was about five feet six.] 

Stephen: {Hesitatingly,) He’s got big muscles and he’s good at fighting. 
Fm afraid of him. He’s the champ boxer in the whole village. Mr. K. never 
says anything wrong about Tony. He’s always saying how he’ll make a 
good boxer out of him. 

Psychologist: You’re afraid of Tony the way you are of Mr. K. and Mr. A* 
Stephen: Yes. Fm afraid they’ll swing at me. 

Psychologist: How long have you been afraid of people this way? 
Stephen: I wasn’t afraid before I came to the Training School. When I 
first came in the cottage I saw husky people and I never saw a cottage 
master before. At the orphanage the nuns took care of you but here there 
is a man and you’ve got to do as he says or else you get it. {Reluctantly,) 
When the nuns came after me at the orphanage Fd sometimes hit them. 

For the next several months the interviews were concerned largely with 
Stephen’s hostility toward Tony and his fear of acting aggressively toward 
him. Tony, who was known to be the bully type of boy, tyrannized Stephen, 
took advantage of him, and on several occasions made him take the blame 
for incidents with which Stephen had nothing to do. 

Stephen: I don’t want to be a sucker or a stooge. Once you’re that way 
you always are. It’s like when you’re hypnotized and you do what they 
tell you. Even with little guys I get afraid when they say something nasty 
to me. 

Psychologist: You want to hit back at Tony. You want to fight him and 
get even. You feel you shouldn’t be afraid but you are. You feel that un- 
less you fight back you’ll never have a good opinion of yourself. 

Stephen: That’s right. But I think I’ll smack them someday. Then they’ll 
be afraid of me. I’ll get even sometime. 

Psychologist: You feel that once you fight back you won’t be afraid any 
more, 

Stephen: Yes. I know I should fight. 

In all of these discussions the psychologist, by restatement and clarification 
of Stephen’s own statements, attempted to reinforce his belief that he could 
and should fight back. In view of his position in the institution the psy- 
chologist could not tell the boy in a direct manner that he should fight back. 
Telling him this probably would have increased his feeling of shame without 
increasing the strength of his determination to fight back. Direct expression 
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of the psychologist’s feelings would have posed the problem for this boy be- 
fore he himself was ready to act. 

The strength of Stephen’s conflict about the expression of aggression may 
be seen from the following dreams which he related on request of the psy- 
chologist. 

Dream L Tony and Joe Abbot were fighting. I butted in and Joe and I 
pounced on Tony and beat him up. 

(What comes to your mind when you think of that dream?) 

It shows it could be done. It says the same thing we were talking about. 

Dream 2. This was about Mr. K. A notice came in that nobody should be 
hit. Mr. Me. came in and kicked him out. The boys were very happy be- 
cause I told in the oJffice about Mr. K. They were told they could smoke in 
the cottage. 

(What comes to mind when you think of that dream?) 

Someday it might come true when something will really happen. It 
shows I don’t like Mr. K. I dreamed it because I don’t like him. 

Dream 3. I got kicked out of the bakery because Tony bossed me around. 
I walked out. They locked me up. When they needed help the boss baker 
came with his keys and let me out. He said he was sorry. At first I thought 
they would send me to the farm as punishment. But they gave me ice 
cream and pie and I worked with the boss baker. Next day there was ice 
cream missing. They blamed it on me. But I knew that Tony took it. I told 
the boss baker that. Tony admitted it. He went to the farm. The bakery 
was clean. Mr. K. said he would take me to his home. 

(What comes to your mind when you think of that dream?) 

I felt bad because they sent me to the lock-up. Tony thought he was big 
but they found out he wasn’t. I wished that dream comes true. That’s 
what I always say. 

(What do you think these dreams show?) 

It shows that I had something in my head that something would be 
done about Tony. You want to fight back but you’re scared and then 
you have a good dream. But when you wake up it’s the same and you 
wonder what’s the use of living. 

As time went on there were concrete indications that Stephen was ex- 
pressing aggression to other boys in a direct manner. He came in one day 
and proudly reported a fight he had with a boy in his cottage. The boy had 
tried to interfere with Stephen’s playing of horseshoes and tried to take them 
away from him. Stephen resisted, hit the other boy, and pushed him to the 
ground- 
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Stephen: Fm glad I stood up for my own rights. Fm not going to he a 
sucker any more. I was surprised when I got the horseshoe away from him. 

I thought he was stronger than me. Fm going to be different. You’ll be 
hearing good things about me. 

Psychologist: You feel that maybe you’ve been wrong about how weak 
you thought you were. You’re stronger than you thought and you’re not 
going to let the fellows bulldoze you. 

Stephen: That’s right. The other day some of the boys kidded me. Fm 
not afraid. I feel it coming. Fm going to swing one of these days. 

One month after this discussion (in the fourth month of interviews) 
Stephen walked into the oflEce with a wide gnn on his face and the psy- 
chologist knew that “the” fight with Tony had taken place. He was very 
proud of himself and enjoyed relating how Tony was surprised when 
Stephen fought back after having been taunted by him. 

Stephen: I wanted to hit him more. They stopped me. I didn’t want to 
stop. 

Psychologist: It didn’t turn out the way you were afraid it would. 
Stephen: No. The strangest thing has happened. Tony has respect for me 
now. I can see where Fve been wrong. When I was a kid I was afraid. 
When I wanted something Fd steal it quick without thinking. Fd be 
afraid of hitting somebody. Fd say let him hit me first. 

For the next several interviews Stephen relived his triumphant fight. Tony 
was now playing up to Stephen and the latter now wanted to fight the 
former in the boxing matches. Stephen kept saying, “I used to be afraid but 
Fve learned not to be. Gee, Fve changed.” 

In the subsequent months Stephen returned again in the interviews to his 
feelings toward his mother, stepfather, and siblings. The two problems which 
concerned him most were (1) why he was sent to the orphanage and (2) the 
conflict between how he felt and how he thought he ought to feel toward 
his mother. In regard to the first problem, Stephen once said, “I thought my 
mother put me away because she wanted more children. (Pause.) I thought 
maybe it was because she had no money. (Pause.) Then I thought that 
maybe she took me to a doctor who said there was something wrong with 
my brain.” Stephen’s attitude toward his mother was sharpened at this time 
by her renewed interest in him. She sent him letters and food and would 
visit him more frequently than before. Stephen’s reactions to her visits were 
similar to those he experienced when she visited him at the orphanage. He 
felt embarrassed because of her slovenly appearance, could not respond to 
her attempts to show him how much she cared for him, and felt relieved 
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when she left. Stephen would always relate to the psychologist how his 
mother would urge him “to get a lot of training here so I can get a good 
job and help her out.” These visits usually served to recall his mother’s past 
behavior. He would relate in great detail how she never kept her promises 
to him, urged him to steal from the orphanage and the stepfather, and 
sometimes spent what little money she had on drink. Following the recount- 
ing of these stories, Stephen would sometimes say, “I feel bad that I speak 
about my mother this way. It means I don’t like her. But I do like her. 
Maybe she is different now.” Aside from the fact that he wanted to believe 
that his mother had changed, the possibility that she might take him out of 
the institution heightened his feelings of ambivalence. 

In the sixth month of interviews Stephen’s mother requested the institu- 
tion to release him in her care. This request produced mixed reactions in 
Stephen. Initially he was overjoyed at the prospect of leaving the institution, 
but this was followed by the fear that he would be unhappy in his mother’s 
home. It was surprising and gratifying to see how realistically this boy ap- 
proached the problem. The mother’s request for placement was turned 
down, but a week’s vacation at Christmas time was granted. When Stephen 
was told this by the psychologist, he was disappointed at first but spontane- 
ously said that he understood why the institution might not want to send 
him to his mother’s home permanently. When the psychologist said that a 
week at home might enable Stephen to resolve one way or the other his con- 
flicting attitudes toward his home, he said, “When I go home I’ll write down 
everything that happens so I won’t forget. Then we can talk about it.” He 
also said, “When I go home I’d like to visit the orphanage. I’ll be em- 
barrassed because of the things I did there. You understand that, don’t you? 
It wasn’t the nuns who was wrong. It was me. But I’m different now, I 
didn’t have anyone like you to talk to at the orphanage.” 

When Stephen came in for the first interview following his return from 
the vacation, he was depressed and for the first time had difficulty in talking. 
He revealed that his mother’s home was far more filthy and disorderly than 
he had imagined. Both his mother and stepfather drank heavily. His mother 
kept repeating her desire that Stephen get a job and make money for her. 
The night before Stephen was to return to the school his stepfather became 
so drunk and abusive that it was necessary to call a policeman to quiet him. 
Stephen w'as very firm in his conviction that he did not want to return to 
his mother. 

While he was at home Stephen questioned his mother very carefully about 
his real father. He insisted that she tell him his name and whatever she knew 
about him. At first his mother refused to do so, but on the boy’s insistence 
she told him the name of a family in town who had known his father. When 
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Stephen visited this family and told them who he was, he was surprised at 
the warmth with which he was received. In answer to his questions they 
said that they had known his father and, contrary to Stephen's belief, he 
was not dead. They said, however, that they did not know where he was. 
The family apparently took a great liking to Stephen and insisted that he 
come and visit them several times. 

The fact that his mother had lied about his father served to increase his 
disappointment in and hostility toward her. However, the more aware he 
became of his hostility and the necessity of “forgetting” his mother, the 
more he feared her retaliation when she found out his feelings. 

Psychologist: You say you’ve decided that you never want to be with 
your mother. You can’t trust her and you know that she’s interested in 
you because maybe you will be able to make money for her some day. 
Stephen: Yes. How shall I tell her how I feel? 

Psychologist: Fm not sure I know what you mean. 

Stephen: She’ll be mad. 

Psychologist: You’re afraid of her? 

Stephen: Yes. 

Psychologist: What do you think she’ll dot 

Stephen: I don’t know. She writes me letters and I don’t want to answer. 
But I’m afraid to stop writing. When she gives me things it makes me feel 
bad because she doesn’t know how I feel. If she did, she might do some- 
thing. 

Psychologist: I sort of have the feeling that your being afraid of your 
mother is like your being afraid that Tony will hurt you. 

Stephen: I thought maybe she’ll get Freddie [stepfather’s son] to do 
something. 

When the psychologist said that there was nothing that his mother or 
anyone else could do to him now or whenever he was placed in the com- 
munity, Stephen felt reassured and then revealed that he had also been 
afraid that because of his mother he would not be put out on placement. 

Since his return from vacation Stephen had been in frequent correspond- 
ence with the family who had known his father. Much to his amazement 
they wrote him that they were related to Stephen’s father; they knew where 
he was and enclosed an address to which they suggested he write. Stephen’s 
joy knew no bounds. He kept saying, “Maybe he cares for me.” Stephen 
wrote a letter to his father, who lived in a midwestern state. He received a 
letter in which his father expressed his delight at having heard from his 
son and promised that he would come and visit. Shordy after, tjie father 
and his wife visited Stephen. Before allowing the father to see his son, the 
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psychologist talked with him. During the interview the father, to whom 
Stephen bore a remarkable resemblance, expressed his guilt at having 
neglected his son, cried bitterly, and promised to do whatever he could for 
the boy. He wanted to take Stephen home with him. In a separate inter- 
view, the father^s wife revealed how distraught he had been ever since he 
had received Stephen’s letter and said that she knew he would not be happy 
unless Stephen came to live with them. When Stephen’s background and 
needs were explained to her, she expressed her complete willingness to 
make his transition from the institution to the community as easy as pos- 
sible. Since a social service investigation had revealed that the father and 
his wife could provide a good home for Stephen, it was decided to place the 
boy with them. This was done and according to the latest available reports 
the placement is working out very satisfactorily. 

At the time that Stephen left the institution he had had interviews with 
the psychologist for one year. Shortly before he left he was given a psycho- 
logical examination. It will be remembered that upon admission three years 
before, in 1943, Stephen, who was then 14 years old, had obtained an M.A. 
of 8 years 8 months on the Stanford-Binet (L), an M.A. of 11 years on the 
Kohs Block Designs, and academic achievement scores between the third- 
and fourth-grade levels. In 1946 Stephen obtained an M.A. of 11 years 4 
months on the Stanford-Binet (L) with an I.Q. of 76, an M.A. of 17 years 
1 month on the Arthur Point Scale with an I.Q. of 114, and academic achieve- 
ment between the seventh- and eight-grade levels. In fact Stephen’s 
achievement scores were the highest in the school and it was necessary for 
his teacher to give him books from her own library in order to satisfy his 
needs. The strength of Stephen’s desire for knowledge, the need to be 
correct, and the way in which they aroused attitudes which interfered with 
intellectual efficiency are revealed in his test performance: 

“Stephen viewed the tests as an intellectual challenge and, as a result, 
he was somewhat tense and kept saying that he was afraid that he would 
not do well. He appeared to be so aware of the need to grasp all that 
the examiner said that he would sometimes get lost in details and would 
lose the larger significance of a particular question. If he thought he had 
failed an item, he would continue to think about it when the next item 
was given, thus reducing his efficiency. Several times he spontaneously 
requested if he could go back to a previous question. After an item which 
he thought he had failed, he once said, ‘It makes me feel bad. I’ll have 
to read more.' 

“Stephen passed all items on the Binet at the nine-year level and failed 
all at the fourteen-year level. Of the ten items which he failed (excluding 
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year fourteen) five of them 'were memory ones, failures which seemed 
due to the ‘fear of forgetting’ which the instructions for these items en- 
gendered. That memory per se was not a factor was suggested by his 
performance on the Reading and Report item at the ten-year level. He 
read the passage in 14 seconds without an error. Although he seemed 
to read the passage for speed rather than comprehension, when he was 
asked to tell about the passage from memory he was able to do so and 
get credit for the item. The pattern of successes and failures in this record 
suggest that the obtained level and quotient are not valid reflectors of 
the boy’s intellectual capacity. It is interesting to note that the day after 
the examination Stephen came to the psychologist’s office with a paper 
on which he had written down revised answers to some of the items 
which he failed. Some were right and some were still wrong- He had 
also used a dictionary to learn some of the vocabulary words which he 
had been unable to define. 

“On the Arthur Point Scale Stephen functioned more efficiently than 
on the Binet. While on the Binet visual cues for determining procedure 
are usually not given the subject, this does not hold for this performance 
type of test. Stephen worked quickly and efficiently with a minimum of 
trial and error activity. It would seem that in the face-to-face type of test 
situation, as in the Binet, affective factors are more likely to interfere 
with his functioning than when the face-to-face aspect of responsiveness 
is minimized. This examination does not support a diagnosis of mental 
deficiency.” 

In evaluating the effect of psychotherapy with Stephen, the most out- 
standing feature seems to be that this boy was helped to change his 
pattern of behavior in certain kinds of situations in a way that was 
satisfying to him. By facing rather than avoiding certain problems, he 
was able to resolve conflicts which had previously reinforced unhealthy 
attitudes toward self and others. He was not plagued as much by 
feelings of guilt and worthlessness, he achieved a more realistic con- 
ception of his physical adequacy, and he received the reassurance and 
support necessary to minimize his long-standing feelings of rejection. 

In a preceding paragraph it was stated that Stephen was not a men- 
tally defective boy. This conclusion was based not only on evaluation 
of his test functioning but also on his unusual academic achievement, 
his realistic appraisal and handling of his problems, and the behavioral 
indications that he would be socially and vocationally adequate in the 
community. There were little, if any, data in this boy’s developmental 
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history to indicate that his intellectual retardation was due to con- 
stitutional rather than environmental factors. That Stephen was born 
and reared in an institution, received no consistent display of atten- 
tion and affection, and experienced rejection from his mother, are 
grounds for assuming that his capacity for growth was stifled. There is 
little evidence for assuming that it was limited because of constitu- 
tional factors. 

In Lottie’s case a doubt was also raised about the validity of the 
diagnosis of mental deficiency. Questions about validity of diagnoses 
should not obscure the fact that Lottie and Stephen are by no means 
rare cases in an institutional population and, perhaps more important, 
that they are amenable to and benefit from psychotherapy. Even though 
one may disagree with the writer’s evaluation of the original intellectual 
capacity of these two children, it should not be overlooked that psycho- 
therapy enabled them to respond more adequately to their environment, 
a result which institutional routine did not achieve and, in fact, may 
have made more difficult. How many and what etiological types of 
an institutional population are amenable to and can benefit from psycho- 
therapy cannot be answered at this time because of the absence of the 
necessary research. What evidence is available suggests that a fair 
number of cases diagnosed as mentally defective are in need of and 
respond favorably to psychotherapeutic procedures. 

Earlier in this chapter it was stated that intensive psychotherapy has 
not been utilized as a test of the assumption of essential incurability. 
The problem is more complicated than this statement may imply. 
Present-day psychotherapeutic techniques are not so effective as to allow 
one to assume that negative results necessarily mean that the diagnosis 
of mental deficiency has been confirmed. In the case of the garden- 
variety defective there is another factor which in many cases may be 
a barrier to psychotherapeutic gain, namely, the fact that an acquired 
behavioral pattern which has been continuously reinforced throughout 
an individual’s Hfe cannot be unlearned or markedly changed. The 
problem may be put in the form of a question: If a child has been 
reared for the first ten years of his life in a Kallikak-like cultural at- 
mosphere, is one justified in assuming that through psychotherapy (or 
even marked environmental change) he can become “normal”.?* In 
other words, it may be that his mode of response makes it difiicult or 
impossible for him to acquire those attitudes and motivations which 
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facilitate learning. It may be instructive at this point to recall Gold- 
farb’s finding (see p. 140) that children who experienced severe and 
prolonged deprivation during infancy are psychotherapeutically im- 
reachable. Freeman, Holzinger, and Mitchell’s finding (see p. 35) 
that the intelligence level of children of defective parents was related 
to the length of time they remained in the family emphasizes the 
deleterious effect that early deprivation may have on subsequent de- 
velopment. It may also be recalled that in Skodak’s study (p. 31) 
children of defective parents were placed in foster homes before six 
months of age. It seems reasonable to assume that their subsequent 
favorable development was related to their early removal from their 
families. 

The degree to which psychotherapy can effect a change in the be- 
havior of the defective individual must remain a problem for future 
research. It may be said that for idiots, imbeciles, and some morons 
(especially the brain-injured type) psychotherapy is neither feasible nor 
indicated. With the remaining cases, particularly the garden-variety 
defective, research in psychotherapy is indicated for both its diagnostic 
and its therapeutic possibilities. 

Before leaving the problem of individual psychotherapy in an insti- 
tutional setting, some suggestions may be made about situational factors 
which seem to favor beneficial results. 

1. The therapist should not be overburdened with routine institutional 
work. He should be available most of the time for children who 
wish to see him.® It is also important for the therapist to have time 
to go around the institution, talk to the employees, engage in some 
of the children’s activities, and give substance to the impression that 
he is there to help them. 

2. The therapist should have administrative authority to recommend 
and carry out changes in a child’s program (change his job, cottage, 
etc.). Unless the children learn that the therapist can do something 
for them, they are not likely to want to come to him. It is the writer’s 
experience that once the children learn that the therapist wants to 

^ Abel and Humphreys (7) described several cases of unstable institutionalized defec- 
tives who were in need of psychotherapy but who did not receive it because of lack 
facilities and adequate staff. Too often the psychiatrist and psychologist have too many rou- 
tine or administrative duties to allow them to see children individually, regularly, and 
over long periods of time. 
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and can help them, the problem o£ rapport is minimized to a fair 
extent. 

3. Children should be allowed to see the therapist whenever they wish. 
The therapist’s relation with the employees must be such that they 
will want to send a child to see him and not be afraid that he will 
hold against them the information a child may relate. It follows 
that the “psychological” education of the employees is a function of 
the therapist, a function that requires a degree of diplomacy which 
sometimes taxes his patience. Since rapport is facilitated by having 
the initiative for an interview come from the child, the employee 
can be of decided help to the therapist, 

4. It should be understood by both children and employees that the 
therapist does not have a punitive function. If the idea of punish- 
ment is associated with him, his rapport with the children will 
probably be on a very superficial level. 

Although the need for psychotherapeutic service and research is very 
great in institutions for defective children, the reluctance of states to 
expend the money necessary to obtain the trained personnel needed for 
such work has been a barrier to the development of this area. Perhaps 
more serious obstacles are the relative lack of attention which the men- 
tally deficient has received from psychology and psychiatry and the 
absence of attempts to study new procedures. As Humphreys { 142 ) 
has said, “Too little scientific investigation has been extended into the 
possibilities of the development of psychiatric techniques both with the 
individual and the group. In many ways, a new type of psychiatry is 
needed in approaching institutional and community problems of the 
mentally deficient.” 


Group Psychotherapy 

The tendency to build state institutions housing from one thousand 
to several thousand children has pointed up the necessity of employing 
group psychotherapeutic procedures. As Humphreys { 142 ) stated: 

“How can one or a few men meet the personal needs of these thousands? 
Obviously, it is impossible. The answer lies in the development of intimate 
relationships among the psychiatric and other services of the institution, 
namely in the development of group techniques in psychotherapy. On visit- 
^ group of patients one morning, the writer talked with certain members 
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o£ a group. In hurrying on, he omitted one young cripple who could barely 
walk or talk. The cripple hobbled after him, pulled his coat and said, ‘Me 
too.’ It is this ‘me too’ relationship that the psychiatrist must ever be alert 
not to miss in the world swirling around him. But the psychiatrist is forced 
to include the total institution group in his system of institutional psychiatry 
if he is going to care for the ‘me too’ among the thousands. The sheer 
mass of patients, therefore, calls for the development of group psychiatric 
work within the institution.” 

Despite the need for developing group psychotherapeutic procedures 
with the mentally deficient, very little work has been done. The con- 
sensus among workers seems to be that group psychotherapy with the 
mentally defective individual is contraindicated (225, 226). In order to 
test this conclusion Cotzin (57) studied nine mentally defective insti- 
tutionalized problem boys in a group situation. The average chrono- 
logical age of the boys was 14 years 5 months, I.Q.’s ranged from 50 to 
79 with a mean of 62, length of institutionalization varied from approxi- 
mately two to six years, and all had been referred to the psychologist 
repeatedly as classroom problems. Ten therapeutic sessions were held 
over a three-week period. 

In the first session, during which the therapist adopted a neutral 
role, the boys’ behavior was well-nigh unmanageable. “All inhibitions 
apparently were thrown to the winds. The children kicked one another 
under the table, challenged and swore at one another, called names as 
regards race differences and differences of physical condition. They 
made unreasonable demands of the therapist and ran helter-skelter 
about the room.” In order to channelize their diffuse aggressiveness the 
therapist suggested boxing, in which “the children were paired off 
according to mutual hostility and consent.” This activity seemed to 
make for a more cohesive group and reduced the boys’ aggressiveness 
to one another. 

“The second and third sessions followed the trend of the first session with 
the exception that there were longer periods of time in which the group was 
quiet and in which the children seemed to respect one another and the 
therapist. Behavior began to become somewhat more purposeful and more 
disciplined. Progress of the therapy demanded that the therapist take an 
active role but in an indirect way. Stimulation of continued collective and 
cooperative behavior required that the therapist initiate programs for the 
children. Some of the initial programs, henceforth designated as ‘warm- 
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ing-up sessions/ were the following: each child in turn was allowed to tell 
a story; to act something out; to do something of his own personal interest, 
that is, to write letters, draw pictures, complete his classroom work; to build 
aeroplanes or work with clay; to do his best on the Goodenough-Draw-a-Man 
test. Programs were suggested at the beginning of a session but carried out 
by the children. In turn, each child served as the therapist’s assistant. Oppor- 
tunity for observation by the therapist was prime. 

“As each session proceeded, it was noted that the children lost some of 
their difiuse aggressive behavior, respected each other a little more, made 
fewer critical remarks about one another, spent more time on a given task 
without interruptions, came to succeeding clinics with less resentment and 
initial negativism, and left each session looking forward more pleasantly 
to the next one.” 

After these warming-up sessions a “courtroom scene” procedure was 
used: 

“This represents the main part of the therapy and has a two-fold ob- 
jective: first, it uses the group as an indirect means of giving each individual 
insight or release, in so far as may be possible, into his own behavior when 
viewing and assessing the behavior of other individuals in the group; and 
secondly, it is an indirect method of having the therapist, as a part of the 
group, gain further knowledge diagnostically about each individual. 

“This ‘courtroom scene’ was set up so that the therapist acted as the 
judge, each child in turn was the defendant on the stand, and every other 
child in turn acted as prosecutor, with the remaining children serving as 
gentlemen of the jury. After a child had been selected to be the defendant, 
each child in his role of prosecutor stated what he knew about the defendant. 
No coaching was given as to what the prosecutor was to say about the child. 
He could make any remarks that he wished about the defendant in his 
knowledge of him in the cottage, in the classroom, and in recreation. The 
defendant himself had to wait while the prosecutor was speaking and then 
had his chance to defend himself on the basis of what the prosecutor had 
said. The remaining children, as members of the jury, had to listen to 
the testimony of both the prosecutor and the defendant. 

“The group, as a whole, was very much interested in this setup and 
group participation was at its height. Initially, the procedure did not run 
off smoothly. The defendant was very quick to interrupt the prosecutor and 
defend himself against the remarks which the prosecutor made; the mem- 
bers of the jury spoke out of turn either in confirming what the prosecutor 
said or in defending the defendant. Initially, also, it was noted that the 
prosecutors started off by making critical remarks about the defendant. 
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The first session of this courtroom scene covered only one defendant since 
there was considerable interruption by all members of the group. 

“However, as these sessions continued, changes took place so that the 
proceedings ran along more smoothly. The defendant waited until the 
prosecutor had finished; the members of the jury did not speak out of turn; 
the prosecutors changed from initial derogatory remarks about the de- 
fendant to more relevant, constructive criticism and praise for the defendant, 
where indicated, and even criticized previous prosecutors. The last of the 
‘courtroom scene’ sessions had decorum established early. The children 
seemed to be getting insight about themselves on the basis of the remarks 
which were made by the members of the court. There was no overt hostility 
or aggression present. Diagnosis by the therapist was definitely facilitated 
and the dynamics of each child more clearly understood. Needs for leader- 
ship, affection and acceptance, the child’s rejection, his aggressive, hostile, 
and suspicious attitudes, his drive for security, were all made much more 
apparent, certainly to the therapist and possibly to the child, through the 
‘courtroom scene.’ ” 

The main purpose of this exploratory study was not to evaluate the 
therapeutic effects of the sessions, the number of sessions being con- 
sidered too small to effect any significant behavioral changes. Its main 
purpose was to determine the diagnostic value of this approach and 
the problems which it posed with these children, “The greatest value 
came from the better understanding by the therapist of the inherent 
bases of the behavioral difficulties that the children showed.” As a 
result of his observations the therapist had the institutional programs 
of three of the boys changed, and definite improvement in their be- 
havior followed. The concrete way in which the sessions enabled the 
therapist to obtain a more adequate picture of a boy’s behavioral pattern 
and change his program accordingly can be seen in the following: 

'^‘Johnny. Johnny, the boy who came from an unstable home atmosphere 
which was dominated by a dull and excitable father and who had become 
aggressive, hostile, destructive, and defiant, definitely showed, within the 
sessions, that he needed an understanding parent-substitute who would take 
a keen interest in him in his everyday life in residence at the training school. 
He did not necessarily have to be the leader of any group, but it was noted 
in the sessions that when he was given the role of the therapist’s assistant 
there was a remarkable change in his attitude and behavior. The therapist 
at the moment was a parent-surrogate. Johnny was, therefore, given a Big 
Brother in the person of the institution’s electrician. Johnny’s program was 
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altered so that he is now in half-day attendance at school and the remainder 
of the time is the youngest member of the electrician’s crew. The electrician 
has taken a fatherly and sympathetic interest in the boy and is helping him 
to feel he is achieving something concrete and now has some one whom he 
can respect and to whom he can come in time of need. It is found at the 
present time that Johnny is much more docile and respectful in the class- 
room.” 

One of Cotzin s conclusions from his exploratory study is that group 
psychotherapy with mental defectives seems feasible, diagnostically 
and therapeutically, and is in need of systematic study by psychologists 
and psychiatrists. 

Schaefer-Simmern (262) has demonstrated the therapeutic value of 
artistic activity with mentally deficient children in individual and group 
situations. The primary purpose of his studies was to observe the nature 
and development of the artistic form in the efforts of defective indi- 
viduals.^^ Although a child was allowed to draw what he wanted, it 
was not the aim of the procedure to give him an opportunity for “free 
expression.” The child was requested to look over his drawing, to 
express how he liked it, to ask him what he would like to change, and 
to encourage him to try it again embodying whatever new he wanted 
to include. The case history of Selma ( 262 , 263 ) may be used to illustrate 
Schaefer-Simmern’s approach. 

“At the time of admission in 1927 [the study was begun in 1944 when 
Selma was 30] to an institution for mentally defective children, Selma was 
living with her aunt. The father had died when she was ten, and the mother 
when she was twelve. At the age of three Selma had been burned over a 
large part of her body, and extensive scars have remained. According to 
informants, the aunt frequently and severely maltreated the girl. She would 

By the artistic form Schaefer-Simmern refers to the pictorial data only, independent 
of the likes or dislikes of the particular observer. The artistic form refers to a pictorial pro- 
duction in which all parts are functionally and mdissolubly related, one part depending on 
another so that the removal of one destroys the unity of form. “Artistic form is usually 
recognized only where it appears in highly evolved works of art. However, it can also be 
found m simple beginnings, such as the pictorial achievements of prehistoric man and of 
primitive tribes, in folk art, and in the spontaneous drawings and sculptures made by 
children. Recent studies . . . have revealed that children’s drawings not yet distorted by 
external methods of teaching or by imitation of nature possess a definite structural order 
which in essence is similar to that of more developed works of art. This configuration not 
only expresses general human attributes but also embodies them in an mdissoluble rela- 
tionship of form. . . . This unified structure, simple though it is, may be recognized as the 
‘seed’ of the artistic form” (262, p. 9). 
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hit her on the head, whip her unmercifully, and call her all kinds of names. 
The aunt frequently drank. At one time she dragged Selma by the hair 
and beat her. There is little known about Selma’s parents except that both 
drank a good deal, also. The aunt wanted to get rid of Selma and was 
responsible for her institutionalization. After admission, Selma received only 
one visitor during the first five years and in 1943 there is record of another. 
Her institutional behavior was poor and she was considered quiet, deceitful, 
peculiar, and possibly hallucinated because she talked to herself and grimaced 
and smiled in a strange fashion. She was always assigned the most routine 
and simple tasks, which she would complete only under close supervision. In 
1942 she was transferred to the Southbury Training School (p. 56).^^ 

. . She had an I.Q. of 49 . . . [and] at the time of her admission 
to an institution for mental defectives she had only attended special classes. 
She showed little inclination to learn and was reported by her teachers to 
be lazy and indifferent.’ At the time of her entrance into the Southbury 
Training School she was ‘unresponsive, inarticulate and phlegmatic.’ She 
was sloppy, fat, unattractive in appearance, and had a vague empty stare. 
Her response to all questions consisted of a shake of her head or a groan. She 
would obey a direct command, she never caused any trouble or disturbance 
but she showed absolutely no initiative in making friends or social contacts. 
She would prefer to withdraw to the fringe of a crowd and be a spectator 
and never a participant in cottage activities” (p. 33). 

Selma came to the workshop one day a week for 15 months. When 
she was requested to show her first drawing 

“her feelings of inferiority, her shyness, and even a certain anxiety gripped 
her. Turning her face away, she submitted her drawing with trembling 
hands. She obviously feared attention and criticism. Selma’s first picture 
(Fig. 6) — according to her own statement, the only one she had ever done — 
indicates that even a mentally deficient person can create in a modest degree 
an ordered pictorial whole. It was astonishing that she was able to accom- 
plish even so simple a pictorial result, and the writer praised her for her 
work. Her reserved attitude disappeared at once and a big smile spread over 
her face; apparently a word of encouragement was what she needed. Another 
fact was still more astonishing. While the writer was engaged in supervising 
the work of the other girls belonging to the same group, Selma took some 
drawing paper from the desk and started a new picture (Fig. 7). She 
repeated almost the same subject. . . . Except for a little more careful 
execution of her drawing, there is no further development in the organiza- 
H. Schaefer-Simmern. The unfolding of artistic activity. University of California Press, 
1948, All quotations from this book are reprinted by permission of the publishers. 
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tion of form. But two essential facts must be noted: the smaller trees show 
a different application of the stage of variability of direction of lines, a 
variation of form invented by herself; and furthermore, the fact that she 
drew this picture spontaneously indicated the possibility of an unfolding of 
energies that no one expected” (p. 35). 

Although throughout the period of the study the content of Selma’s 
artistic efforts was limited and repetitive, there was a marked tendency 
for her configurations to become more varied and complicated. 

. . As she little by little modified and even enriched the structural 
organization of her pictures by new differentiations of form, her repetitions 
showed some signs of an increase in the acquisition of visual cognition. 
Repetition which contains within itself elements of change and development, 
irrespective of their minuteness, is formative activity. It was only through 
this step-by-step enrichment within the pictorial processes that Selma acquired 
the capacity of mastering a more complex creative configuration.” 

Selma’s work, shown in Figs. 8-11, is concrete evidence that, although 
there is a narrow content, the complexity of her configurations increases 
in an orderly, highly unified manner. 

Concomitant with her artistic growth was a change in behavior. 

“. . . Prior to her participation in the course, it would have been impos- 
sible for her to carry out a commission outside the workshop, especially since 
she had a poor spatial orientation of the layout of the institution. She was 
obviously confused by the many different buildings and the many paths 
leading to them. It was diflScult to persuade her to do errands which would 
require her going to other parts of the institution. Litde by little, organized 
work that was in full conformity with her mental capacities, the exercise 
of a constant visual control, developed in her a visual orientation combined 
with clearness of thought. After nine months of her art activity, she was 
asked one day to go to the office of the psychologist in the administration 
building to call for a hooked rug which she herself had made. At first she 
hesitated and became embarrassed, but after repeated requests she re- 
luctantly made up her mind, and when another girl offered to accompany 
her she rejected any help. This was the first time since her admission to 
the institution that Selma revealed such courage and determination in 
accomplishing an assignment oufside of the workshop and her daily routine. 
Obviously encouraged by this experience, she two weeks later took over 
the responsibility of guiding another girl, who was unable to orient herself 
on the institution grounds, to the same office. 
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“Before participating in the experimental group, Selma lived a barren 
existence filled only with daily routine work. The simple tasks she performed 
were the result of manipulations that had been drilled into her. They 
brought her neither interest nor stimulation. There seemed to be no place 
where she could fit into the life of the institution. Constantly indifferent, 
unable to establish any contact between her occupation and her needs, she 
developed a chronic apprehension and shyness that made her so restiess and 
insecure that she avoided the smallest difficulties. After sixteen years of 
institutional life, this was her state. Through the opportunity of participating 
in the experimental group, a basic function of her mental existence to 
conceive and to grasp her own world by images, and even to realize them 
in a well-organized fashion, had been awakened and developed within her 
in conformity with her natural capacity. Through these processes, her entire 
interest, her feeling and thinking, her physical behavior, her personality 
as a whole, had been affected. At the beginning of her activity in the 
experimental group, Selma was indecisive and insecure about what to do 
with herself. She wandered helplessly through the studio. Seven months 
later, she started her work spontaneously; she had definite ideas about her 
pictorial themes; she was determined in the execution of her pictures as 
well as in the manipulation of her material. Little by little her former 
nervous impulsiveness was replaced by a controlled and quiet determination. 
If she made mistakes, such as spoiling the order of form, she changed her 
color drawing independently until she reestablished the pictorial organiza- 
tion. All these spontaneous actions indicated an increased self-assurance and 
a gain in her inner security, through which she reached a greater amount 
of freedom. In the first few months of her activity in the course she was 
reserved, silent, and shy; she even avoided any kind of conversation. After 
nine months she frequendy initiated conversations with her co-workers. 
She always looked forward impatiendy to making new designs” (p. 54). 

Selma’s artistic and behavioral growth brought her many rewarding 
comments from other children and employees. As a result, it was de- 
cided to have an “exhibition” of her work in her own cottage. This had 
a profound effect on Selma. Her happiness at having people come to 
see her work and the way in which she reacted to them were in striking 
contrast to her behavior at the beginning of the study. 

“It might be said that the change in Selma’s behavior could be attributed 
to the fact that she was receiving praise and attention to an extent which 
never before had been given her. That praise and attention played a role 
cannot be denied. Such an interpretation, however, disregards the feet that 
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there is in her work an observable orderly development of gestalt formation. 
What seems to be basic in this case is that this girl was given an opportunity 
to merge in one activity emotional satisfaction, full utilization of energies, 
planning and foresight, and well-confiigurated visual expression. It is the 
educational and therapeutic significance of the genuine artistic process that 
it embodies in an indivisible manner so many different aspects of human 
functioning. 

‘The significance of Selma’s case is that it demonstrates the importance 
of basic educational and therapeutical procedures on the individual’s natural 
potentialities for organized development. To ask a person to reproduce, 
either from model or memory, a particular scene or object neglects the fact 
that such a task may well be foreign to the individual’s interest and needs 
as well as beyond his particular level of visual conceiving. In such a case 
the discrepancy between task and result does not allow the individual to 
identify himself with what he has done; no opportunity has been given to 
‘grow into his work.’ One might generalize and say that unless work stems 
from the natural growth of abilities it will have little effect on the per- 
sonality” (p. 55). 

Schaefer-Simmern also studied the artistic activity (Figs. 12, 13) of 
mentally deficient children in a group situation. “At the beginning of 
the experiment each child Worked alone, and it was only after several 
months that the children worked together on a theme of their own 
choosing. When working in a group, each member carefully watched 
the others so that nothing would be done to spoil the cooperative work. 
They would caution each other, admonish each other when laxity was 
evident, and in general displayed a high level of group responsibility. 
When one keeps in mind the fact that these children were in similar 
stages of development of visual conception and so 'understood more 
easily the work of others,’ and that all derived a sense of pride from 
their work, it becomes clear how each member of the group was able 
to identify with the others. This level of social interaction is, to say 
the least, unusual among feebleminded children” (p. 59). 

Schaefer-Simmern’s studies seem to have implications beyond the 
field of artistic activity. They corroborate a principle often neglected in 
practice, namely, that the work an individual does must be of such a 
nature and at such a level as to engender a feeling of adequacy in rela- 
tion to it and to allow him to observe his own growth process m it 
Reward in the form of praise from others is important, but unless the 
individual receives satisfaction from his own realization of change the 
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therapeutic effects will be temporary. Praise from others, like reassur- 
ance, is usually of small value when unaccompanied by insight. When 
Schaefer-Simmern’s procedures are contrasted with those ordinarily 
employed in occupational therapy units in institutions for defectives, 
one wonders whether a reorientation in thinking is not indicated. In 
these occupational units 

“the patient may attain control over his hands, he may even learn perfect 
manipulation of a tool, he may become so used to this occupation that he 
is able to execute it without personality participation in it, he may even feel 
at ease in doing it, but the compulsory attention and concentration repeated 
over and over will throw him into a mental and emotional rigidity worse 
than before. He may become more or less adept at making things, but his 
personal relationship to them remains external because the work does not 
have its origin within him; it does not reflect himself. The performance is not 
related to the nature of his organism as a whole, as a psychobiological unity. 
Merely manual execution employs only a very small fraction of the total 
organism, and the attention and concentration it demands are not a result of 
the patient’s inner decision. Only when the innermost core of interest vol- 
untarily determines the applying of one’s energies, when one feels that the 
work being done is an indivisible part of oneself (a condition which re- 
quires, of course, that it be in full conformity with one’s own stage of visual 
conception), and when one is aware that attention and concentration are 
indispensable in order to realize oneself — only then does work become con- 
structive” { 262 , p. 47). 

Itarb’s Wild Boy of Aveyron 

Before concluding this chapter mention should be made of one of the 
most detailed and illuminating reports dealing with an attempt to 
rehabilitate a defective child — Itard’s study. The Wild Boy of Ai/ey- 
ron (1^7), published in 1801. The subject of this study was a boy, 
eleven or twelve years of age, who for a period of years had been 
living in the woods without contact with other people. On one oc- 
casion he had been seen completely naked seeking acorns and roots to 
eat. In 1799 he was seized by three sportsmen “as he was climbing into 
a tree to escape from their pursuit. Conducted to a neighboring ham- 
let and confined to the care of a widow, he broke loose at the end of a 
week and gained the mountains, where he wandered during the most 
rigorous winter weather, draped rather than covered with a tattered 
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shirt. At night he retired to solitary places but during the day he ap- 
proached the neighboring villages, where of his own accord he entered 
an inhabited house situated in the Canton of St. Sernin” (p. 3) When 
he was seen in Paris by the famous authorities of the day, he was 
pronounced an incurable idiot. Some even stated that his “wildness” 
was a fake and that it was inconceivable that such an idiot had fended 
for himself for years in the forests. Itard, however, believed that the 
boy’s condition was curable and that his condition was due to the lack 
of intercourse wiA. people. The boy was placed under Itard’s care. His 
description of the boy follows: 

“Proceeding first with an account of the sensory functions of the young 
savage, citizen Pinel showed that his senses were reduced to such a state 
of inertia that the unfortunate creature was, according to his report, quite 
inferior to some of our domestic animals. His eyes were unsteady, expres- 
sionless, wandering vaguely from one object to another without resting on 
anybody; they were so litde experienced in other ways and so litde trained 
by the sense of touch, that they never distinguished an object in relief from 
one in a picture. His organ of hearing was equally insensible to the loudest 
noises and to the most touching music. His voice was reduced to a state of 
complete muteness and only a uniform guttural sound escaped him. His 
sense of smell was so uncultivated that he was equally indifferent to the 
odor of perfumes and to the fetid exhalation of the dirt with which his bed 
was filled. Finally, the organ of touch was restricted to the mechanical func- 
tion of the grasping of objects. Proceeding then to the state of the intellectual 
functions of this child, the author of the report presented him to us as being 
quite incapable of attention (except for the objects of his needs) and con- 
sequendy of all those operations of the mind which attention involves. He 
was destitute of memory, of judgment, of aptitude for imitation, and was 
so limited in his ideas, even those relative to his immediate needs, that he 
had never yet succeeded in opening a door or climbing upon a chair to get 
the food that had been raised out of reach of his hand. In short, he was 
destitute of all means of communication and attached neither expression 
nor intention to his gestures or to the movements of his body. He passed 
rapidly and without any apparent motive from apathetic melancholy to the 
most immoderate peals of laughter. He was insensible to every kind of 
moral influence. His perception was nothing but a computation prompted 
by gluttony, his pleasure an agreeable sensation of the organ of taste and his 

J. M. G. Itard. The mid boy of Aveyron (trans. by G. and M. Humphrey). Appleton- 
Century, Inc., 1932. All quotations from this book are used by permission of the 
publishers. 
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intelligence the ability to produce a few incoherent ideas relative to his 
wants. In a word, his whole life was a completely animal existence” (p. 5). 

In working with the young savage Itard was aided by a woman 
who handled the boy “with all the patience of a mother and the intel- 
ligence of an enlightened teacher.” The detail with which Itard de- 
scribes the handling of the boy, the innumerable experiments he con- 
ducted with him, and the various ingenious pedagogical procedures 
employed make condensation difficult. The following excerpts may 
give the reader some idea of Itard’s attitude toward and handling of 
the boy as well as changes in the latter’s behavior in light of the pre- 
ceding description of him: 

*‘It is admitted by physiologists and political theorists that the inhabitants 
of the South owe their exquisite sensibility, so superior to that of the north- 
erners, entirely to the action of heat upon the skin. I employed this stimulus 
in all possible ways. Not only was he clothed, put to bed, and housed 
warmly, but every day I gave him, and at a very high temperature, a bath 
lasting two or three hours during which frequent douches with the same 
water were administered to him on the head. I did not observe that the 
warmth and the frequency of the baths were followed by the debilitating 
effect attributed to them. 

“I should even have been glad if such had happened, convinced that in 
such a case the nervous sensibility would gain by the loss of muscular 
strength. But if the one effect did not follow, at least the other did not dis- 
appoint my expectations. After some time our young savage showed himself 
sensitive to the action of cold, made use of his hand to find out the tem- 
perature of the bath, and refused to enter when it was only lukewarm. 
For the same reason he soon began to appreciate the utility of clothes which 
until then he had only endured with much impatience. This utility once 
recognized, it was only a step to make him dress himself. This end was 
attained after some days by leaving him each morning exposed to the cold 
within reach of his clothes until he himself knew how to make use of them. 
A very similar expedient sufficed to give him at the same time habits of 
cleanliness and the certainty of passing the night in a cold wet bed accus- 
tomed him to get up in order to satisfy his needs. To the administration of 
the baths I added the use of dry frictions along the spine and even ticklings 
of the lumbar region. This last means was more exciting than most. I even 
found myself obliged to reject it, when its effects were no longer limited to 
producing movements of pleasure but appeared to extend further to the 
generative organs and to add the threat of perversion to the first stirrings of 
an already precocious puberty. 





“To these various stimulants I had to add emotional stimulants which 
were no less exciting. Those to which he was susceptible at this time were 
confined to two, joy and anger. The latter I only provoked at long intervals, 
for its attack was most violent and always apparently justified. I remarked 
sometimes that in the force of his passion his intelligence seemed to acquire 
a sort of extension which furnished him with some ingenious expedient in 
order to get himself out of trouble. Once when we wanted to make him 
take a bath which was as yet only lukewarm and our reiterated entreaties 
had made him violently angry, seeing that his governess was not convinced 
of the coolness of the water by the frequent tests that he made with the tips 
of his own fingers, he turned towards her quickly, seized her hand and 
plunged it into the bath. 

“Let me relate another act of the same nature. One day when he was in 
my study sitting upon a sofa I came to sit at his side and placed between 
us a Leyden jar lightly charged. A slight shock which he had received from 
it the day before had made him familiar with its effect. Seeing the uneasi- 
ness which the approach of the instrument caused him I thought he would 
move it further away by taking hold of the handle. He took a more prudent 
course which was to put his hands in the opening of his waistcoat, and to 
draw back some inches so that his leg would no longer touch the covering 
of the bottle. I drew near him a second time and again replaced it between 
us. Another movement on his part, another adjustment on mine. This little 
maneuvre continued until, driven into a corner at the end of the sofa, he 
found himself bounded by the wall behind, by a table in front, and at my 
side by the troublesome machine. It was no longer possible for him to make 
any movement. It was then that, seizing the moment when I advanced my 
arm in order to guide his, he very adroidy lowered my wrist upon the knob 
of the bottle. I received the discharge. 

“But if sometimes in spite of the intense interest this young orphan in- 
spired in me I took upon myself to excite his anger, I let no occasion pass 
of procuring happiness for him: and certainly this was neither difficult nor 
costly. A ray of sun reflected upon a mirror in his room and turning about 
on the ceiling, a glass of water let fall drop by drop from a certain height 
upon his finger tips while he was in the bath, and a wooden porringer con- 
taining a little milk placed at the end of his bath, which the oscillations of 
the water drifted, little by little, amid cries of delight, into his grasp, such 
simple means were nearly all that was necessary to divert and delight this 
child of nature almost to the point of ecstasy” (p. 16 ). 

I took him not long ago to the country house of citizen Lacha- 
beaussiere in the valley of Montmorency. It was a most curious sight, and 
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I venture to say one of the most touching, to see the joy that was pictured in 
his eyes at the sight of the little hills and woods of that laughing valley. It 
seemed as if the eagerness of his gaze could not be satisfied through the 
windows of the carriage. He leaned now towards the one, now towards the 
other, and showed the liveliest anxiety when the horses went more slowly 
or were about to stop. He spent two days in this country house and such 
was the effect of these outside influences, of these woods, these hills, with 
which he could never satisfy his eyes, that he appeared more impatient and 
wild than ever, and, in the midst of the most assiduous and kind attention 
and most affectionate care, seemed to be occupied only with the desire to 
take flight. Entirely captivated by this dominant idea which absorbed all 
his faculties and even the consciousness of his needs, he scarcely found time 
to eat. He would get up from the table every minute and run to the window 
in order to escape into the park if it was open; or if it was shut, to con- 
template, at least through the panes, all those objects towards which he was 
irresistibly attracted by still recent habits and perhaps even by the memory 
of an independent life, happy and regretted. I therefore resolved never again 
to submit him to similar tests. But in order not to sever him entirely from 
his country tastes, he was taken continually to walk in some neighboring 
gardens, of which the straight and regular arrangement had nothing in 
common with the great landscapes of which wild nature is composed, and 
which so strongly attach primitive man to the place of his childhood. Thus 
Madame Guerin took him sometimes to the Luxembourg and almost daily 
to the Observatory gardens where the kindness of citizen Lemeri has ac- 
customed him to go every day for a lunch of milk. By means of these new 
habits, of certain recreations of his own choosing and finally, of all the kind 
treatment with which his new existence was surrounded, he finished by lik- 
ing it all- This was the beginning of the intense affection which he has ac- 
quired for his governess and which he sometimes expresses in a most touch- 
ing manner. He never leaves her without reluctance nor does he rejoin her 
without signs of satisfaction. 

“Once when he had escaped from her in the streets, he shed many tears 
on seeing her again. Some hours after, he still had a high and broken res- 
piration and a kind of feverish pulse. When Madame Guerin reproached 
him, he interpreted her tone so well that he began to weep. The friendship 
which he had for me was much less strong, and justifiably so. The care 
which Madame Guerin takes of him is of a kind which is immediately ap- 
preciated, and what I give him is of no obvious use to him. That this dif- 
ference is unquestionably due to the cause indicated is shown by the fact 
that there are times when he welcomes me and they are the times which I 
have never used for his instruction. For example, when I go to the house 
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in the evening just after he has gone to bed, his first movement is to sit up 
for me to embrace him, then to draw me to him by seizing my arm and 
making me sit upon his bed, after which he usually takes my hand, carries 
it to his eyes, his forehead, the back of his head, and holds it with his upon 
these parts for a very long time. At other times he gets up with bursts of 
laughter and comes beside me to caress my knees in his own way which 
consists of feeling them, rubbing them firmly in all directions for some min- 
utes, and then sometimes in laying his lips to them two or three times. Peo- 
ple may say what they like, but I will confess that I lend myself without 
ceremony to all this childish play. 

“I shall perhaps be understood if my readers will remember the para- 
mount influence exerted upon a child’s mind by the inexhaustible delights 
and the maternal triflings that nature has put into the heart of a mother and 
which make the first smiles flower and bring to birth life’s earliest joys” 
(p.23). 

“I ordered to be printed as a big character upon a piece of cardboard two 
inches square each of the twenty-four letters of the alphabet. I had an equal 
number of spaces cut in a plank a foot and a half square. Into these the 
pieces of cardboard could be inserted, without the use of paste, so that their 
places could be changed as required. I had an equal number of characters 
of the same dimensions made in metal. These were meant to be compared 
by the pupil with the printed letters, and were to be arranged in their cor- 
responding places. 

“The first trial of this method was made, in my absence, by Madame 
Guerin. I was very much surprised on my return to learn from her that 
Victor distinguished all the characters and arranged them properly. He 
was immediately put to the test and performed his task without any mistake. 
Though delighted with such an immediate success I was still far from able 
to explain its cause, and it was only some days after that I discovered this 
by noting the way in which our pupil proceeded to make this arrangement. In 
order to make the work easier he devised of his own accord a little expedient 
which in this task allowed him to dispense with memory, comparison and 
judgment. As soon as the board was put between his hands, he did not wait 
until the metal letters were taken out of their places but he himself took 
them and piled them upon his hand, following the order of their arrange- 
ment so that the last letter, after all were taken from the board, was the 
first on the pile. He began with this and finished with the last of the pile, 
thus beginning the board at the end and proceeding always from right to 
left. Moreover, he was able to improve upon this procedure; for very often 
the pile collapsed, the characters fell out and he had to straighten everything 
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Up and put it in order by the unaided efforts of attention. So the twenty- 
four letters were arranged in four rows of six each, making it easier to lift 
them up by rows only, and even to replace them in the same way by taking 
letters from the second row only when the first was replaced. 

“I do not know whether he reasoned as I suppose, but at least it is certain 
that he executed the performance in the manner described. It was then a 
true routine, but a routine of his own invention, and one which was per- 
haps as much to the credit of his intelligence as was a method of arrange- 
ment hit upon shortly afterwards to the credit of his discernment. It was not 
difficult to set him off by giving him the characters pellmell whenever he 
was given the board. At last, in spite of the frequent transpositions to which 
I submitted the printed characters by changing their places, in spite of in- 
sidious arrangements, such as the O beside the C, the E beside the F, etc., 
his discrimination became infallible. In exercising it upon all these letters, 
the end I had in view was to prepare Victor for a primitive but correct use of 
the letters, namely the expression of needs which can only be made known 
by means of speech. Far from believing that I was already so near this great 
step in his education, I was led by the spirit of curiosity rather than the 
hope of success to try the experiment which follows: 

“One morning when he was waiting impatiendy for the milk which he 
always had for breakfast, I carried to him his board which I had specially 
arranged the evening before with the four letters L.A.LT. Madame Guerin, 
whom I had warned, approached, looked at the letters and immediately gave 
me a cup of milk which I pretended to drink myself. A moment after I 
approached Victor, gave him the four letters that I had lifted from the 
board, and pointed to it with one hand while in the other I held the jug full 
of milk. The letters were immediately replaced but in inverted order, so that 
they showed T.LA.L. instead of L.A.I.T. I indicated the corrections to be 
made by designating with my finger the letters to transpose and the proper 
place of each. When these changes had reproduced the sign, he was allowed 
to have his milk. 

“It is difficult to believe that five or six similar attempts were sufficient, 
not only to make him arrange methodically the four letters of the word Lmt 
but to give him the idea of the connection between the word and the 
thing. At least this is the justifiable inference from what happened a week 
later. One evening when he was ready to set out for the Observatory, he 
was seen to provide himself on his own initiative with the four letters in 
question, and to put them in his pocket; he had scarcely arrived at citizen 
Lemeri’s house, where as I previously said he goes every day for some milk, 
when he produced them and placed them on a table in such a way as to 
form the word LAIT” (p. 45). 
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Itard’s expectation that the wild boy could be trained into a normal 
civilized being was by no means confirmed. During the five-year 
period during which the boy was studied he never learned to utter 
more than a few words, his comprehension of abstract symbols was 
meager, his emotional expression was crude and diffuse, and his re- 
sponsiveness to his environment was determined largely by biological 
needs. In light of Itard’s original ambitious hopes it is understandable 
why he was disappointed with the results of his efforts. Itard’s sum- 
mary of his experiment, contained in his report to the French Minister 
of Interior, is distinguished by his attempt to evaluate his failures as 
scrupulously as his successes. 

. I have made it my duty to present [the facts] without distinction, 
and to relate my reverses as scrupulously as my successes. Such an astonish- 
ing variety of results adds an element of uncertainty to any opinion which 
can be formed of this young man, while the conclusions that can be drawn 
from the facts related in this memoir consequently present a certain lack 
of harmony. 

“Thus, bringing together those facts which are scattered through [the 
report], one cannot help concluding: first, that by reason of the almost 
complete apathy of the organs of hearing and speech, the education of this 
young man is still incomplete and must always remain so; secondly, that 
by reason of their long inaction the intellectual faculties are developing 
slowly and painfully, and that this development, which in children growing 
up in civilized surroundings is the natural fruit of time and circumstances, 
is here the slow and laborious result of a very active education in which 
the most powerful methods are used to obtain most insignificant results; 
thirdly, that the emotional faculties, equally slow in emerging from their 
long torpor, are subordinated to an utter selfishness and that his puberty, 
which was very strongly marked and which usually sets up a great emotional 
expansion, seems only to prove that if there exists in human beings a rela- 
tion between the needs of the senses and the affections of the heart, this 
sympathetic agreement is, like the majority of great and generous emotions, 
the happy fruit of education. 

“But if the happy changes occurring in the state of this young man are 
recapitulated . . . , one cannot fail to consider his education in a more 
favorable light. The following conclusions are then perfectly justifiable. 
First, that the improvement of his sight and touch and the new gratification 
of his sense of taste have, by multiplying the sensations and ideas of our 
savage, contributed powerfully to the development of his intellectual facul- 
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ties; secondly, when one considers the full extent of this development, among 
other real improvements he will be found to have both a knowledge of the 
conventional value of the symbols of thought and the power of applying it 
by naming objects, their qualities, and their actions. This has led to an 
extension of the pupil’s relations with the people around him, to the faculty 
of expressing his wants to them, of receiving orders from them, and of 
effecting a free and continual exchange of thoughts; thirdly, that in spite 
of his immoderate taste for the freedom of open country and his indifference 
to most of the pleasures of social life, Victor shows himself sensible to the 
care taken of him, susceptible to fondling and affection, alive to the pleasure 
of well-doing, ashamed of his mistakes, and repentant of his outbursts; 
fourthly and finally, my Lord, looking at this long experiment from any 
point of view, whether it be considered as the methodical education of a 
savage or as no more than the physical and moral treatment of one of 
those creatures ill-favored of nature, rejected by society and abandoned by 
medicine, the care that has been taken and ought still to be taken of him, 
the changes that have taken place and those which can be hoped for, the 
voice of humanity, the interest inspired by such a complete desertion and a 
destiny so strange — all these things recommend this extraordinary young 
man to the attention of scientists, to the solicitude of our administrators, and 
to the protection of the Government.” 

Despite his disillusionment with the final results, Itard made the 
significant observation, “To be judged fairly, this young man must only 
be compared with himself. Put beside another adolescent of the same 
age he is only an ill-favored creature, an outcast of nature as he was 
of society. But if one limits oneself to the two terms of comparison 
offered by the past and present states of young Victor, one is astonished 
at the immense space which separates them; and one can question 
whether Victor is not more unlike the Boy of At/eyron arriving 
at Paris, than he is unlike other individuals of his same age and species” 
(p.53). • 

Itard s study has been included in the present chapter because it 
illustrates the degree of behavioral change which can be effected by 
efforts which are planned, intensive, personalized, and therapeutically 
oriented. The words personalized and therapeutically oriented refer to 
Itard’s efforts to give the wild boy the kind of environment which 
would make changing his behavior to the requirements of others re- 
warding and pleasurable. Had the boy been treated in accord with 
the diagnosis made by the authorities of the day there probably would 
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have been no change in his behavior, a finding which then would have 
been utilized as proof of the validity of the diagnosis of incurable 
idiocy. The hopeless attitude which is expressed today regarding the 
defective individual’s amenability to psychotherapy seems also to be a 
result of diagnostic labels. Once an individual is diagnosed as mentally 
deficient it is generally assumed that the psychotherapeutic procedures 
applicable to the normal person are not feasible with him. Conse- 
quently, those procedures most effective in producing behavorial 
changes have never become partl^f the “training” programs set up for 
the deficient person in institutions and special classes. When one con- 
siders that the relatively few published studies in this area indicate 
that the mentally deficient respond to psychotherapy (individual and 
group) and benefit much from it, he is surprised that more systematic 
research has not been carried out and that the results of available 
studies have not influenced current practices to any noticeable degree. 



Chapter 11 


INTERPRETATION OF MENTAL DEFICIENCY 
TO PARENTS 

The failure adequately to commifliicate to parents the nature and 
implications of a diagnosis of mental deficiency probably causes more 
unnecessary problems and suffering than any other factor, with the 
obvious exception of those factors which originally produced the men- 
tal deficiency.^ By the word ‘‘communicate” is meant not only the im- 
parting of facts but, in addition, the attempt on the part of a qualified 
person to help parents recognize and adjust to the realities of their 
child’s condition. The imparting of facts does not insure that parents 
either will recognize or adjust to the child’s condition. Resistance, 
anxiety, despair, hostility, and frustration — these experiences and re- 
actions are not quieted or eliminated by a recital of facts. One might 
even say that when the nature of the child’s condition is explained to 
the parents, their tendencies to resist the explanation and to react in 
an emotional way are strengthened rather than decreased. 

Before becoming specific about the handling of the interpretation 
of mental defect to parents, the follovdng statements about the goals 
of such a situation should be made explicit: 

1. The parents should be completely informed about the probable 
causes of the child’s condition, the severity of the mental defect, 

^The writer cannot point to a study to support this statement It is based on the 
writer’s experience as well as on the fact that he has never heard any other worker deny 
that inadequate communication with parents is much more often than not the rule rather 
than the exception. That such a situation exists and should not be viewed with surprise 
may become more apparent to the reader in Chapter 13 when the inadequacies of profes- 
sional training for handling the problem are discussed. It is only recently that workers in 
the field have become aware of the “parent problem” and one can only hope that in the 
future systematic studies of the efficacy of various approaches to the problem will be 
available. At the present time we are operating m the realm of opinion — a realm which 
includes the next three chapters. It is because the handlmg of parents of defective children 
is fraught with so much danger that it is so importan:; that our assumptions, practices, and 
alleged results be subjected to scientific study. 
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and the probable course (educationally, vocationally, socially) of the 
child’s development. 

2. A specific program geared to the needs and capabilities of the child 

should be explained, discussed, and planned with the parents. 

3. The personal problems of the parents, caused or exacerbated by the 
child’s condition, should be dealt with in a manner so as to maxi- 
mize the probability that parents and child will be able to function 
in a socially constructive and self-satisfying manner. 

4. Provision should be made for periodic discussion with the parents 
and observation of the child in order to check on the nature of the 
child’s and parents’ adj ustment and to re-evaluate the correctness of 
the initial program. 

With these goals in mind, what follows is an attempt to describe in 
some detail the problems one frequently encounters and the ways in 
which one might handle them. 

The Setting 

In discussing here the interpretation of mental defect with parents 
it is impossible to take into account all the different settings in which 
such a problem is encountered. The physician in his office, the teache;>' 
in the school, the psychologist or social worker in the clinic — thes 
and other professional specialists are called upon to handle the parents 
of the defective child. In each case the setting is different in terms of 
various diagnostic services, availability of case-history material, previous 
experience with the problem, knowledge of community resources, and 
time available for any one case. For the purposes of the present dis- 
cussion we shall assume that the parents have brought their child to 
a clinic where psychological, medical, and social work facilities are 
available. We shall further assume that the child has been compre- 
hensively examined, background data secured, and a diagnosis of 
mental defect made. The problem now is to communicate the find- 
ings to the parents. 

Some Preliminary Considerations 

In arranging for the interview it is extremely important to have 
both parents present. One must never assume that both parents have 
the same conception of the problem, the same attitudes toward the 
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child, experienced a similar degree o£ frustration, or possess a similar 
degree of stability and maturity. By working only with the mother, as 
is most frequent, one may never find out, for example, either that the 
parents quarrel violently about the handling of their child, or that 
the father rejects the child, or that he now rejects the mother. One 
simply cannot assume that the mother’s report is a necessarily valid 
or complete one, even though she may he motivated to give u/hat she 
thin\s is an objective presentation of the facts. Since carrying out a 
recommended program successfully depends in large part on a har- 
monious relationship between the parents, it is imperative that at the 
outset one be in a position to evaluate the nature of that relationship. 
In more than a few cases the primary problem is not the defective 
child but unhappy, mutually aggressive parents who have become 
emotionally distant from each other. To focus on the defective child 
not only overlooks important influences on his behavior but increases 
the likelihood that a recommended program will fail completely or 
fall short of its mark. 

Another difficulty in working with one parent, say the mother, is 
that she may not communicate to her husband the contents of the 
interview in an undistorted fashion. She may forget to relate certain 
aspects of the discussion, distort others, and attempt to answer ques- 
tions posed by the husband which had not been discussed at all with 
the counselor. The tendency to perceive and report in a selective man- 
ner is a human characteristic which appears to become increasingly 
operative when strongly felt, personal problems are aroused. It is for 
this reason that so much emphasis has been and will be given here to 
the recognition and prevention (as far as possible) of selective per- 
ception and reporting by parents of mentally defective children. 

Another advantage in having the father at the interview is that he 
is then more likely to share the responsibilities of caring for the child. 
In our culture the primary responsibility in child rearing falls upon the 
mother. One can say with no hesitation that rearing a defective child 
is certainly one of the most difficult tasks which can confront a mother. 
In many cases, especially when the child is severely defective, it is too 
much to expect the mother to handle the problem by herself; it can 
be done but with the likelihood that the health of the mother sooner or 
later deteriorates. A sickly, irritable, frustrated mother is not likely 
to be a satisfactory wife. Where such a problem exists an attempt 
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should be made to get the father to see the nature of the situation and 
to want to share the responsibilities^ 

One of the most obvious cautions to be observed in arranging for 
the interview is that the child should not be present. This caution is 
necessary not only to protect the child but to enable the parents to 
discuss the problem without the distracting presence of the child. 

Structuring the Interview 

In working with parents of defective children one must never lose 
sight of the fact that they have experienced keen frustration and hard- 
ship, have generally previously been given ambiguous or contradictory 
advice, and have been given little or no opportunity to unburden their 
anguish and disappointment. Unfortunately, there are too many pro- 
fessional specialists who give parents the feeling that they have little 
or limited time in which to discuss the problem with them, conduct 
the interview in the form of a monologue so that the parents are 
seldom given an opportunity to ask questions, communicate in a 
technical jargon which effectively confuses and overwhelms the par- 
ents, and in general manifest little or no interest in the personal prob- 
lems or reactions of the parents. Unless one is able to identify with 
the problems and feelings of the parents one is likely to conduct the 
interview in an impersonal, superficial, routine fashion-— a fashion 
which may be considered “successful” by the specialist but is frustrat- 
ing and confusing to the parents. In working with the parents of 
defective children — in fact, in working with the parents of any problem 
child — one must not only be able to experience vicariously the nature 
and strength of their frustrations but also to structure the relation- 
ships so as to enable one to facilitate change in parental attitude and 
practice. 

The following represents the writer’s way of structuring the inter- 
view; 

Before we discuss in any detail the conclusions we have reached about 

^The words “to want"’ have been italicized in order to emphasize that the aim of the 
interviewer is to try to avoid telling the father that he should share responsibilities with 
the rnother, but rather to attempt to get the father to recognize that his own as well as 
his wife s present and future welfare require sharing of responsibilities. The distinction in 
technique is again between reciting fa,cts, on the one hand, and clarifying and changing 
attitudes, on the other hand. The husband who is told what he should do is not likely to 
be as helpful as one who has decided for himself, on the basis of a discussion of the 
problem, what he should do. 
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your child there are a few things I would like to say by way of introduction. 
The first thing is that I hope that you will feel free at any time to ask ques- 
tions or express an opinion — or disagreennent. If I should say something you 
do not understand, please ask me about it immediately. All of us, you know, 
do not always say things as clearly as we should, so that if something Is 
not clear to you I hope you will not feel that it is your fault and be afraid 
to ask questions. Sometimes we have found that parents have had important 
things they wanted to say or ask but for some reason they thought we might 
think them silly. The more questions you ask and we discuss the more help 
we can be to you. If I should use a word or phrase which you do not under- 
stand please interrupt and tell me. Sometimes we forget that words which 
mean something to us do not mean anything to another person. So I will 
look upon it as a favor if you will tell me when you do not understand some- 
thing. One more thing: in the hour or so we have at our disposal it may 
not be possible for us to go over every problem in great detail. We have 
found in the past that it is not always possible to discuss everything in one 
session. So at the end of our talk today I will be happy to make another 
appointment when we can talk some more. You may find that when you go 
home questions will occur to you which you forgot to ask, or what seemed 
clear to you now may not seem so clear later, or you may find yourself dis- 
agreeing with our conclusions. Whatever it is, I hope you will not feel that 
today is the only time you will have to discuss your problems with us. We 
will be eager to see you as many times as you think we can be of help to you. 

The significance of the above lies not in the words employed or the 
order in which the statements are made but rather in the attempt to 
engender in the parents the following set or attitudes: 

1. It is not only “permissible” for them to talk and ask questions but 

it is expected of them. 

2. They are talking to someone whose manner does not suggest that 
he is impatient to get on to what is next on his appointment calen- 
dar. 

3. Parents have something important to contribute to the discussion. 

Needless to say, parroting words or phrases will not necessarily pro- 
duce the desired effects. The words and phrases must reflect personal 
conviction and feeling— if they do not, the parents are likely to recog- 
nize the insincerity and react accordingly. The tone of one’s voice, 
one’s facial expression, and the manifestation of a genuine desire to 
understand and help— these are the media by which the words one 
utters gain their force. 
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Obtaining Parental Attitudes, Practices, and Goals 

Having attempted to establish the kind of relationship described 
above, it has then been found helpful to determine parental attitudes 
about the etiology of their child’s condition, ho'w they have handled 
the problems he has presented, and goals they have set for him. With' 
out \nowledge or consideration of these factors the extent to which 
the parent's personal problems and, consequently, the child's particular 
problems can be helped will be minimal. It has been the failure to 
consider these factors which has caused so much ineffective planning, 
wasted effort, and continued disappointment and frustration. Advice 
about child-rearing, schooling, institutionalization and similar problems 
must take into account parental behavior and attitudes if such advice 
is to have a reasonable chance of success. 

At this point in the interview the writer has found the following 
statements helpful: 

Although we have studied your child very carefully from many points of 
view — ^which we will discuss in a little while — think you will understand 
when I say that our examinations do not always give us all the information 
we would like. In our experience we have found that at this point parents 
can be very helpful to us about certain questions. You know your child 
longer than we do and you have observed him in a way that we have not. 
We have learned from many cases in the past that by sharing our experi- 
ences and conclusions we might see things somewhat differently than before. 
You might have talked some of these things over before but it would be very 
helpful to all of us if you could do it again.^ For example, I wonder if you 
might tell me what you have thought was the cause of your child’s condi- 
tion From time to time several possible answers have probably occurred to 
you and I wonder if you could talk about them — even though you might 
have thought they were silly or, as sometimes happens, too unpleasant to 
think about. Whatever these were, it would be extremely helpful if we 
could talk about them. 

^ In a clinic setting it is likely that the parents were initially seen by a social worker 
and that some aspects of the parental problem have been discussed. In the writer’s ex- 
perience, however, the intake history is relatively unrevealing of parental attitudes. Many 
parents do or would find it difficult to be personally revealing in this initial contact. What- 
ever the limits of this initial contact, however, the sensitive social worker can make 
observations which can be extremely helpful to the counselor whose job it will be to work 
with the parents. 
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It is clear that these statements are intended to get the parents to 
verbalize their conception of the etiology of the child’s condition. The 
havoc which can be wrought by parental misconceptions about etiology 
has been nicely pointed out by Kanner and Tietze (269) : 

“Popular notions regarding heredity have provided a handy means of 
transferring the blame to some afflicted relative. If the hunt for a skeleton 
in the family closet did just that, it would serve a fairly useful function of 
absolving the parents from a feeling of personal guilt. But often enough a 
parent comes to believe, or is made to believe by hostile in-laws, that the 
present or past existence of such a relative is his or her own fault and con- 
tribution to the child’s condition. The in-laws thus wash their hands of any 
complicity. The clan members of the accused spouse cannot remain idle. 
They usually manage, sometimes after considerable search worthy of a 
genealogist, to uncover some conjugal counterpart of the skeleton, and 
mutual recriminations are the order of the day. Psychotherapeutic considera- 
tion of the parents of retarded children cannot afford to disregard such 
bickering arising between and within families from the desire to put the 
stigma and odium of an ancestral culprit on either parent.” 

Misconceptions about heredity are not the only ones which parents 
may harbor. Some mothers have concluded that they were too active 
during pregnancy, or that they had experienced some frightening 
situation during pregnancy, or that they did not feed their child 
adequately in his early days, or that they did not obtain for him 
prompt or proper medical attention, or that the child had once slipped 
or fell from the mother’s arms and had then cried most excessively. 
Parental explanations are many and varied but they usually have three 
characteristics in common: 

1. They sound plausible and may contain a germ of truth; in other 
words, it would be difficult for a professional specialist to say that 
these factors have never been a possible factor in any case. 

2. In the individual case the parental explanation usually cannot ex- 
plain their child’s condition. For example, an infant may receive 
a brain injury because of a fall, but when the neurological findings 
point unmistakably to early embryonic disfunction the parental 
explanation obviously loses its etiological relevance. 

3. The parental explanation usually involves self-plaguings and feel- 
ings of guilt. 
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When one bears in mind to what extent parental misconception about 
etiology c^n adversely affect parental happiness and adjustment, the 
importance of determining the nature of such conceptions is clear. In 
order to disabuse parents of misconceptions and thereby give them 
a basis for relinquishing unrealistic and irrational attitudes it is first 
necessary for parents to verbalize their feelings. 

The next area about which parents should be encouraged to talk 
might be indicated in the form of a question: “What are the main 
problems you have had to face as your child has developed and how 
have you coped with them?” Here one is interested in specific child 
rearing practices and problems: When and how did they try to teach 
their child to talk, walk, eat, and control toilet functions ? When and 
how did they try to teach their child letters, words, and numbers? 
How did the parents handle the problem of their child’s inability to 
play and compete with others? What are the attitudes of siblings to- 
ward the child ? Of neighbors ? Have the social activities of the parents 
been in any way affected by the condition of their child? One of the 
main considerations giving rise to these questions is the importance of 
determining the degree of emotionality which the parents experience 
in responding to the problems which their child has presented. Have 
the parents accepted his limitations or have they pushed him? Do 
they feel that other children and neighbors are unfair in their response 
to the child? Have the parents restricted excessively their own activi- 
ties in order to devote their energies to the child? Do the parents see 
eye-to-eye on the handling of these problems? Are there indications 
that the parents have been unable to take advice offered previously 
by other agencies? 

The last area about which parents should be encouraged to talk 
concerns their expectations of or goals for their child. What have 
they hoped that this child will be able to do? What are their expecta- 
tions or hopes about his schooling? About his social and vocational 
activities? It is through parental report about their hopes and aspira- 
tions for their child that one can best determine how realistic an 
understanding of their child's abilities the parents have. At the same 
time one can also evaluate the extent of one's tas\ in helping the par- 
ents to adopt a more realistic approach. A parent who says that he does 
not expect his child to go to college but would like him to finish high 
school reveals not only an unrealistic conception of his child but very 
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frequently also a need to avoid accepting the child’s limitations. The 
parent who says that he is not interested in the child’s academic school- 
ing but only wants him to be able to learn a trade and to maintain 
himself independently is also revealing a lack of understanding. The 
difficulty parents experience in accepting their child’s Hmitations has 
been well described by Kanner and Tietze (269) : 

“During the past centuries our culture has put a special premium on good 
cognitive endowment, in an increasing degree. Our communal life is so 
constituted that to people with sufficiently high intelligence quotients go, of 
necessity, the functions of governing, the jobs with good incomes, the respect 
of contemporaries. They are the acknowledged inheritors of the earth. They 
are the cream of society. To have a child with a lower-than-average I.Q. 
means that his parents must from the beginning expect that he will be ex- 
cluded from leadership, riches and esteem. Regardless of everything else, the 
low I.Q,, as such, marks the child as socially inferior. Physical attractiveness, 
good manners, emotional stability and manual dexterity may create atten- 
uating circumstances, but even though they are all combined in one person, 
if the I.Q. does not measure up to the existing requirements, they still fail 
to admit the bearer to a seat among the elite. 

“It is, quite understandably, difficult for many parents, especially those 
who themselves have been blessed with a good I.Q., to accept their child s 
intellectual retardation as an Act of God, as something unpredictable, in- 
evitable and unalterable. There comes often a search for the possibility of 
parental contribution to the child’s inadequacy. The question, ‘Why do we 
have such a child.?’ soon assumes the form of ‘What have we done to have 
such a child?’ 

“Some parents do their best to escape the discomforts of trying to find an 
answer by flatly refusing to recognize the fact as such. The feeling, not ever 
verbalized, goes something like this: ‘If my child were really retarded, I 
should be forced to ascribe his condition somehow to some shortcoming or 
transgression of my own. But I simply refuse to admit that he is retarded. 
Then comes a hunt for excuses, usually looked for in the child’s physical 
health. The child’s admittedly poor performance must be based on unrecog- 
nized poor eyesight, glandular anomaly or something pressing on the brain. 
If the doctors could only find the somatic culprit, then the child will be all 
right and the parents will have reason to feel exculpated. If it is not an 
organ of the child’s body, then it must be the teacher’s lack of understand- 
ing, the crowded class, or the faulty school system. And if it isn t that, then 
the tester didn’t know his business, or didn’t know how to handle the child, 
or the child wasn’t in the proper mood just then. It would be wrong to 
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attribute this attitude, as is often done, to parental stubbornness, wicked 
and disrespectful lack of cooperation, or mental dishonesty. Such parents 
need the kind of guidance which makes it possible for them to express their 
feelings, frees them of any implied necessity of considering themselves per- 
sonally responsible for the child’s retardation, and thereby helps them to 
lift their heads from below the ostrich sand pile.’’ 

The point which deserves emphasis is that parental misunderstand- 
ing and overevaluation of their child’s behavior and capabilities stem 
not from stubbornness but from a need to avoid wounding their own 
pride and facing self-de valuation. The conception which a parent has 
of his child is a reflection of his conception of himself. To admit that 
his child is “stupid” is very likely to arouse in the parent thoughts of 
his own limitations. 


The Interview TO This Point 

Thus far we have endeavored to engender in the parents a set of 
attitudes toward the counselor and the interview, and we have also 
attempted to get the parents to talk about themselves in relation to 
their child. In the latter attempt the emphasis has been on what the 
parents have to report, the counselor adopting a relatively passive role 
in which he expresses no opinions but attempts in as nonleading a 
way as possible to get the parents to clarify and elaborate upon their 
thoughts and feelings. Without the parental report it is difScult to 
identify oneself with them: to understand why they have reacted to 
their problem in the way they have and how their reactions have in- 
fluenced their child. In addition, by obtaining the parental report one 
is then in the position to utilize the diagnostic findings to help the 
parents achieve a more realistic basis for their conceptions, practices, 
and goals. 


Communicating the Diagnostic Findings 

At this point in the interview the writer has said the following to the 
parents: 

I find that what you have told me is extremely interesting and has given 
me a better understanding of what you have been thinking and experi- 
encing, Now I would like to share with you the results of our studies. As 
you know we have studied your child from many points of view and we 
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have come to certain conclusions. Before telling you of our conclusions I 
would first like to tell you of some of our experiences with other parents. 
Sometimes parents are at first disappointed at what we have to say and some- 
times do not want to accept our findings. This is very understandable to us 
— no one li\es to hear that his child will always have certain limitations 
which other children will not have. It is not easy to accept the fact that your 
child will never be able to do certain kinds of activities. But we feel that it 
is our obligation to speak with you as frankly as we can — ^as we feel you 
would want us to do. Again I would like to remind you to ask questions 
whenever they occur to you, and to disagree if that is how you feel. And 
please remember that we will be glad to talk with you further — we wiVi 
always be glad to make an appointment to discuss any matter that you want 

These statements are intended to achieve the following: 

1. To reward parents for their participation and to reinforce the feeling 
that they have something to contribute. 

2. To prepare the parents, in those cases where it is indicated, for what 
will be conflict-arousing information. 

3. To facilitate for the parents the experiencing and verbalizing of feel- 
ing. Anxiety, hostility, disappointment, and despair—these are the 
feelings one should enable parents to express rather than inhibit. 
While the inhibition of such feeling makes for a more “pleasant” in- 
terview, it also reduces the amount of help that one can be to parents. 

It is not possible to describe in detail how the diagnostic findings are 
presented to the parents because the order in which they are presented 
and the degree of emphasis which they receive are determined by the 
problems arising from the parental report. As was said before, the 
diagnostic findings are used as the bases for helping parents give up 
erroneous ideas and adopt a more realistic approach to their own and 
their child's problems. For example, if the diagnostic findings offer no 
support for parental conceptions of etiology, then this point must be 
made explicit — and emphasized. It is not enough to tell parents that 
they are “wrong”; one must not give them the impression that their 
conceptions are silly. One must make parents feel that one understands 
why they arrived at their particular conceptions — ^but that the findings 
offer no support for their convictions. If parents have unrealistic an- 
ticipations about their child*s future schooling, then this should be 
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explicitly discussed. To parents who would like their child at least to 
finish public or high school it is not enough to say that this is not pos- 
sible; one must state the basis for one’s conclusion and give as explicitly 
as possible the probable lower and upper limits of the child’s academic 
achievements. 

In many cases parents have already indirectly revealed that many 
of the day-to-day problems which they experience in relation to their 
child stem from highly emotionally-tinged attitudes which in turn ad- 
versely affect their child’s behavior. It is difficult for these parents to see 
that such attitudes defeat, or at the least interfere with, the goals which 
they want to achieve. In discusdng this with parents one must be careful 
to avoid making them feel gwilty. One must explicitly recognize and 
verbalize that what the parents had been doing, however ineffective, 
was based on ''good intentions d' as indeed it usually is. 

The Importance of a Specific Program 

One of the most important functions of the interview is to offer to 
and discuss with parents a specific program for their child. A great 
deal of unnecessary unhappiness has resulted from the failure to give to 
the parents detailed advice about the handling of their child. Parents of 
defective children need guidance and emotional support. It is not 
enough to tell them that their child is defective and they should not 
expect much from him. The following is a list of questions which 
parents frequently ask — the questions, of course, varying with the age 
of the child, severity of defect, degree of physical handicap, etc.: 

Should I try to teach my child to walk now.? Am I teaching him the 
right way .? 

How can I get other children to refrain from teasing him.? 

Is there any way I can train my child to stop being as destructive as he 
is? 

Should I punish him the way I do my other children? 

When should he start school? Is there a school for him? 

Should we institutionalize him ? Where are these institutions? Are they 
expensil^e? 

Should we have other children? Will my child be a bad influence on 
my other children ? My other child who is normal resents him — ^what 
should I do about it? 
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One could list a great many more problems for which parents seek 
guidance. Some of the problems require a detailed knowledge and un- 
derstanding of the child, parents, and family constellation. Other prob- 
lems require, in addition, a knowledge of cominunity resources : educa- 
tional, recreational, and institutional. But in discussing any problem 
with parents one must wherever possible give specific advice and guid- 
ance- For example, if a mother is bothered because her child is fre- 
quently teased by neighborhood children, one must attempt to outline 
concrete steps which might be taken by the mother to cope with the 
problem. One should, of course, first determine how the mother has 
previously handled the problem: Has she “bawled out” the other chil- 
dren ? Has she asked their parents to punish them ? If the parent has 
reacted in this way then one must point out why such an approach is 
likely to be self-defeating. One might then suggest that the mother have 
a talk with the children and explain to them that her child cannot do 
some of the things that they can, that he needs a little more considera- 
tion and protection, that he is not as able to protect or defend himself as 
they are, and that she is discussing the matter with them because she 
knows that if they understood her child better they would not tease 
him. Another suggestion concerns discussing the matter in a similar 
vein with the parents of the neighborhood children. 

One should not give the parent of the defective child the impression 
that one's suggestions are sure to wor\ after one application. In addi- 
tion, one must avoid giving suggestions which, while correct in general, 
cannot be properly acted upon by the parent because of their excessive 
emotionality. 

If the problem concerns the future schooling of the child one should 
acc]^uaint the parent with the nature of local facilities, the people who 
administer them, and the requirements for entrance. One should urge 
the parents to visit the facilities and, if possible, arrange for the visit and 
for a later discussion of parental reactions and questions. Xoo fre- 
quently parents have had to find out about local facilities in a trial-and- 
error kind of way, during which time their feelings of frustration and 
helplessness have mounted.* 

the next chapter the problems involved in discussing institutionalization with 
parents will be taken up. These problems are given separate treatment because they are 
among the most thorny to handle and illustrate clearly haw the problems of child and 
parents are interrelated. 



344 


PSYCHOLOGICAL PROBLEMS IN MENTAL DEFICIENCY 


The Interview to This Point 

Thus far we have attempted to do four things: (1) engender in 
the parents a particular attitude toward the interview, (2) identify the 
nature of the parents’ problems, (3) utilize the diagnostic findings in 
order to help the parents adopt a realistic conception of their child’s 
condition, and (4) formulate and discuss with the parents a specific 
attack on their child’s and their own problems. 

As was indicated before, it is not always possible or desirable to 
achieve all the goals of the interview within one session. The avail- 
ability and advisability of another session or sessions should be again 
pointed out to the parents, the decision about returning being left to 
them. In terminating the interview one must convey to the parents that 
the need for further visits is not due to a present lack of interview 
time but to the need for the parents to digest what has been discussed^ 
raise new questions or problems which usually occur to them after an 
initial visit, and to give the interviewer more time to mull over the 
discussion and the problems raised. 

Some Cautions 

The reader should not conclude that by following the contents of 
this chapter he will always be able smoothly and painlessly to achieve 
die goals outlined earlier. Parents do not always say or do what we 
would like or expect. The fact that one attempts to get parents to talk 
about their conceptions of the origins of their child’s condition does 
not mean that they will do so. One may try to make parents feel free 
to talk and raise questions but the attempt docs not mean that they 
will act accordingly. In some cases it is not until the second or third 
interview that a parent will really feel free to talk and raise questions. 
In working with parents one must be ready to change one’s approach 
and, with unusually emotional or unstable parents, even to narrow 
one’s goals. But in these cases extreme care must be taken to insure 
that a change in approach or narrowing of goals is not the result of one’s 
own emotional reactions. For example, some parents seem so hostile or 
resistant that one reacts similarly to them, reactions which then enable 
the parents to continue to be hostile and resistant. In wording with 
parents {Os in therapeutic u;or\ with anyone) it is self-defeating to 
respond emotionally to the deliberate or unwitting provocations of 
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those whom one is trying to help. The task is to recognize the hostility 
and to help the parents see its lack of justification in this situation. 

The subjective reactions of the counselor can be an interfering factor 
in those instances when he fears the reaction of the parent to what will 
probably be highly disappointing news — ^the interviewer wants and yet 
does not want to state the truth. As a consequence he will sometimes 
relate the findings in an ambiguous manner so that the parents can 
interpret them in any manner that they choose — the interviewer un- 
knowingly speaks out of both sides of his mouth. The writer has 
spoken to physicians who have frankly said that they did not ^*have 
the heart” to tell parents that their child was defective. Others have 
adopted the position that ignorance is bliss and ‘‘they (the parents) 
will find out for themselves later on.” Both attitudes reveal a need 
to avoid an unpleasant situation, an avoidance which may make life 
more pleasant for the physician but creates undue hardship, now and 
in the future, for parents and child. 

Interpreting mental defect to parents is not a simple or pleasant task 
and cannot be approached in a perfunctory way. In Chapter 13 the 
problem of who should handle such tasks and what the requisite train- 
ing should be will be discussed. 

The “Untreatable” Parents 

As has been pointed out elsewhere {248), there are always parents 
who are unable to face the problems brought up in the interview despite 
all of one's efforts. In such cases the counselor must neither lose patience 
nor take it as an affront. Terminating the relationship with such 
parents, however, should not necessarily be looked upon as a negative 
step. The following information should be conveyed to the parents: 

1. That one understands that it is not easy to accept and to adjust to 
the problems and conclusions which have been discussed. Should the 
parents at any time in the future desire to resume discussion, or feel 
that the agency can in any way be of help to them, they should not 
hesitate to call for an appointment. 

2. Should the parents feel that they would like to take their child to an- 
other agency for evaluation, it might be helpful if they were given a 
list of agencies or professional specialists who are competent to make 
such an evaluation. 
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k is clear that the last statement represents an attempt to insure that 
parents, if they are “to shop around,” go to reputable and competent 
specialists and agencies. In more than a few cases shopping around 
among recommended agencies has helped parents to accept conclusions 
which were discussed with them earlier. In other cases, of course, the 
shopping around never has any beneficial effects. 

It is sometimes forgotten that although parents may achieve new 
insights during the interview and may give clear indications that their 
a.ttitudes are beginning to change, the crucial test of the efficacy of 
one’s efforts is if after the interview the parents can act on the basis 
of what they have learned. It is unusual if inter- and intrapersonal 
conflicts can be resolved either during or because of a single interview. 
What is perhaps more usual is that after the interview previous conflicts 
are experienced in their original or increased strength. One must re- 
member that strongly held beliefs, unrealistic or not, are maintained 
because they are in one way or other satisfying to the believer. These 
beliefs serve the purpose of enabling the individual to defend himself 
against recognizing what for him would be an unpleasant or even im- 
possible situation. It is because such beliefs serve this defensive purpose 
that they are not easily given up even when adherence to contrary be- 
liefs is apparently being achieved. It is because of these considerations 
that emphasis has been given to the need for several interviews. In 
addition, these considerations contain the implication that in those cases 
where parents have achieved new insights the counselor should actively 
aid the parent wherever possible to follow through on their new in- 
sights. In some cases, for example, a visit to the home might not only 
reinforce more realistic parental behavior but might allow the counselor 
to be of more concrete help to the parents~~a suggestion which Yepsen 
and Cianci (see page 350) have shown to possess marked therapeutic 
possibilities. 



Chapter 12 

THE PROBLEM OF INSTITUTIONALIZATION 


A DECISION concerning the institutionalization of a child must take 
into account a wide variety of factors. Too frequently the recommenda- 
tion is made perfunctorily and without systematic attention to factors 
which might contraindicate institutionalization or reduce the difficulties 
which parents frequently experience in accepting and following the 
recommendation. Perfunctory handling of the problem usually raises 
far more psychological problems than it solves.^ 

Because the nature of one’s recommeiidation always involves the 
use of some criteria, implicit or explicit, attention will first be given 
in this chapter to a formulation of coinprehensive criteria for institu- 
tionalization. Following a discussion of the criteria the problem of how 
to communicate the recommendation to parents will be taken up. 

Criteria for iNSTirunoNALiZATioN 


Family Factors 

A. Marital relationship. One of the most important things to de- 
termine concerns the effect of the defective child on the marital relation- 
ship. Do the parents quarrel about the child? Has it interfered with 
their enjoyment and sharing of social activities? Have their personal or 

^ Although we are primarily interested in the psychological aspects of the problem of 
institutionalization, one should not overlook its social-economic ramifications. In almost 
every state in the country institutional facilities arc considered inadequate in the light of 
the number requiring institutionalization. When one considers the millions of doUare it 
takes to build and to maintain a well-equipped and adequately staffed institution, it is 
not surprising that the demand exceeds the supply. Even when a new institution is built 
one soon finds not only that it is full to capacity but that it possesses a lengthy waiting 
Hst—and it is not long before some arc clamoring for a new institution. To anyone who 
has had to listen to the insistent and pathetic pleadings of parents whose children arc 
desperately in need of institutionalization but for whom no beds are available, it becomes 
abundantly clear that the social-economic ramifications generate additional psychological 
problems. In light of this unfortunate situation it is somewhat surprising Aat so lii^c 
attention has been given to the adequacy of or justification for the usual criteria for in- 
stitutionalization. As we shall see later on in this chapter, it is only recently ^t attention 
has been given to ways of obviating or postponing^ the need for institutionalization. 

347 



348 PSYCHOLOGICAL PROBLEMS IN MENTAL DEFICIENCY 

vocational ambitions been frustrated? To vrhat extent are the parents, 
willingly or not, sacrificing their own lives for that of their defectivr 
child? By posing these and similar questions one endeavors to focus on 
the degree to which the marital relationship has been impaired by the 
presence of the defective child. The next difficult question to answer 
concerns the likelihood that the child’s removal will make for a more 
happy and constructive marital relationship. That the above questions 
have been phrased in a somewhat pessimistic” way should not obscure 
the fact that more than a few parents are only minimally affected by 
their defective child. These parents can and want to take care of their 
child in the home as long as possible and they are puzzled and upset by 
a recommendation that they institutionalize their child as early as pos- 
sible. It would be indeed interesting to know how many children have 
been institutionalized not because they could not be taken care of satis- 
factorily in the home but because the parents were told or made to feel 
that defective children should be institutionalized as early as possible. 

B. Other children. If there are other children in the family, it is 
necessary to determine how diey are affected, if at all, by their defective 
sib. The attitudes of the other children to the defective sib are usually 
a reflection of parental attitudes. If the parents are ashamed to have 
people visit them for fear that their “blight” will be seen and discussed, 
it is hkely that the normal children will react similarly with their 
friends. Frequently the normal child will resent the fact that the de- 
fective sib receives extra attention or is not punished as he is for trans- 
gressions. In some cases the mother has to devote so much of her time 
and energies to the defective child that the other children receive too 
little discipline and guidance. In other cases the normal child pre- 
maturely has to assume household obligations which in effect rob him 
of the companionship of his peers. But again one must caution against 
uncritically assuming that the presence of a defective child must or will 
have a deleterious effect on the normal sibs. The question must be de- 
cided by study and not preconceived opinion. 

C. Financial factor, A factor which deserves attention might be 
called a financial one, especially important in those cases where the 
child is grossly defective, bed-ridden, and in need of constant and special 
attention. Are the costs of maintaining such a child in the home of such 
a magnitude that what the parents can allot for themselves or their 
other childroi is considerably affected? What is perhaps more frequent 
are the cases where parents, unwilling to have their child in a public 
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institution, have placed them in a private institution, the cost of which 
impoverishes the family resources — ^the welfare of parents and normal 
sibs again being sacrificed. Here the problem is obviously to get the 
parents to consider public institutions. The handling of this problem 
will be discussed later. 

D. Effectiveness of home envitonmenU A most important criterion 
might be put in the form of a question: How effective ts or can this 
home be in meeting this child's present needs, developing what assets 
he possesses, and preparing him for adulthood? Whereas previously we 
were primarily concerned with the developmental possibilities of the 
parents and the normal children, here we focus on the defective child’s 
possibilities for growth in a particular setting. If the defective child is 
obviously or subtly rejected by his family, or is overindulged and 
pampered, or is responded to by parents in an unrealistic way which 
does not appear modifiable— if the developmental possibilities of the 
child are interfered with by such conditions, then removal from the 
home should be considered. However, as was pointed out before, it is 
sometimes overlooked that in some cases the home is better able than 
an institution to meet the child’s needs, at least up until a certain age. 

E. Age of parents. The final factor under the general heading of 
family factors concerns the age of the parents. This factor is particularly 
important when the parents are at or near middle age or one or both 
of them is in ill health. The problem, of course, is to make provision 
for the care of the child when the parents will no longer be able to do 
so. Most parents are concerned with the problem but few take active 
steps to make provision for future emergencies. In some cases parents 
hope that another child will take over responsibility for the care of the 
defective sib. More frequently than not either the parents have not dis- 
cussed the matter with the normal child or the latter is unwilling or 
most reluctant to accept responsibility. In other cases the middle-aged 
parents impoverish themselves in order to save money which will en- 
able their child to be placed in a private institution. Here again the 
problem is not institutionalization but the type of institutionalization. 

Neighborhood Factors 

In the previous chapter we discussed how the aggressively toned 
attitudes of neighborhoo-d children and parents might be handled. At 
rh^fi point our focus is on the seriousness of the problem in terms of the 
welfare of the defective child and that of the neighboring children. 
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Although frequently the defective child is adversely affected by atti- 
tuies bctsed on prejudice and ignorance, it is not infrequent that the 
behavior of the defective child provokes counter-aggression and social 
rejection. When one remembers that the defective child has difficulty 
forming and maintaining social relationships, that he does not compre- 
hend at all well the motivations of others, that he is likely to have 
difficulty controlling strong feeling, that he frequently feels frustrated 
and rejected, and that these factors are operative in combination, it is not 
surprising that the defective child will provoke adverse reactions in 
others. If, in addition, the parents of the defective child are them- 
selves unstable and have unrealistic conceptions about their child’s 
abilities, the neighborhood situation can indeed be explosive, to the 
deuiment of the defective child and his normal peers. In some cases 
the relationship of the defective child and his parents to those in the 
neighborhood has deteriorated to such an extent that the origin of the 
difficulty becomes somewhat of an academic question. In any event, 
one must determine the nature and seriousness of the neighborhood 
problem, if any, and the likelihood that it can be resolved or ameliorated 
by procedures involving the continued presence of the defective child 
in his home. 

Community and School Resources 

A. Home training program. In the case of grossly defective children 
it has usually been the practice to recommend early institutionalization. 
Tlie experience of the Home Training Program in New Jersey clearly 
indicates that such a recommendation is not necessarily warranted. 
This program, begun in 1943, was developed by Yepsen and Cianci 
(5i5) as a means of aiding parents of defective children (usually on 
the idiot and imbecile levels) who could not be admitted to custodial 
institutions because of the lack of facilities/ The following statement by 
these workers bears repetition : 

‘The problem is fundamentally one of education and training children 
and parents. It was the belief of this Department that the work should be 

-As Yepsen and Cianci point out: “Vacancies in institutions providing custodial care 
because of the very limited mental development of the patients admitted usually occur 
only in case of death. The turnover is, therefore, slight and the waiting lists increase 
from year to year instead of decreasing. This means that there are many children in every 
state of limited ability who never receive any training and whose chance of ever being 
admitted into an institution is very slight.” 
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carried out by a person trained as a teacher who will consider the problem 
from the teacher’s point of view and uses teaching methods. The philosophy 
which governs this work is simple. The teacher in order to be successful in 
his work must have the firm conviction that every child regardless of his 
mental level is entitled to as much training and education as will aid him in 
developing to his maximum capacity. He must also believe that the parents 
of these children are entitled to every consideration and aid which will help 
them lead a normal life, and most important of all, he must truly believe 
in home training as a means of making the child adjustable in the family. 
He must discard the idea that every feebleminded child must be taken out 
of the community and put into an institution. This last statement cannot 
be emphasi 2 ed enough for there are still many well-meaning people who 
influence and misguide parents into believing that the institution is the 
ultimate and only solution to the problem presented by the mentally de- 
ficient child/’ 

The function of the teacher was twofold: (1) to work with the child 
in order to effect elementary habit training, speech, self-help, emotional 
control, and play activities aimed at developing muscular coordination; 
and (2) to guide the parent in the handling of the child. “Such parents 
need to be guided in the right attitude and they must be made to 
realize that the time spent in training the child is time well spent. 
Parents are given simple directions on how to proceed in establishing 
these correct habit patterns and advantages which will result from this 
training are pointed out to them. The mother must be advised that 
teaching these children will be a long-time process and can be accom- 
plished only by a systematic established routine.” 

The value o£ the Home Training Program may be seen from the 
following data on 24 cases: 

Before After 

Home Training Home Training 

No. of parents who wanted child 

in an institution 1^ ^ 

No. of parents who did not want 

child in an institution 5 18 

Undecided ^ ^ 

As a result of the program parents achieved a more realistic picture 
of their child’s limitations, and clarified their doubts, misconceptions, 
and fears about his condition. Mothers enthusiastically welcomed the 
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support and guidance they received and they were able to handle their 
children in a much more constructive manner. 

B. School facilities. The public schools divide defective children 
into two groups: (1) the educable who are usually in the moron range 
and who in special classes with specially trained teachers are considered 
able to profit to some extent from academic instruction, (2) the un- 
educable defectives who are usually in the imbecile range and who are 
considered unable to profit from any academic instruction. There are 
more than a few communities which provide no facilities for either 
group, although, in general, classes for the educable defective far out- 
number those for the uneducable ones. Unfortunately, classes for the 
educable defective range from those which are held next to the boiler 
room and are conducted by an untrained teacher (or the least promising 
member of the faculty) to one which in every respect is the equal of 
classes for normal children. The fact that a community provides facili- 
ties for the educable defective cannot be assumed to mean that they 
are adequate and will satisfy the needs of a particular child. Frequently, 
the educational facilities of the institution are superior to those in the 
community — a fact used by some communities to justify their con- 
tinued failure to improve their own inadequate facilities. Some com- 
munity officials ask: Why should we spend money for facilities which 
the state has already set up? — a question which reveals a rather com- 
plete lack of understanding of the psychological problems involved. 
Here, too, it would be interesting to know how many children have 
been institutionalized not because of an inability to adjust to or benefit 
from a community program but because the institution was the only 
place where a program existed.^ 

In recent years, largely because of parental pressure, some communi- 
ties have provided physical facilities and a nonacademic program for 
the noneducable defective. The effect of such a program, like the Home 
Training one, is to enable the child to remain in the home and to avoid 
the necessity of early institutionalization, at the same time that one at- 

^ Here again one might point with surprise to the absence of studies in which criteria 
for institutionalization have been ev^aluated. As a result, it is difficult to say to what ex- 
tent institutional facihtics are really inadequate in meeting the demand for bed space. 
It is clear that one's conceptions of inadequacy will vary with one’s attitudes toward com 
munity responsibility and mamtenance of family unity, with one’s knowledge of the ef' 
fects of institutionalization, and with one’s values towards fiscal expenditures. In short 
one’s criteria for institutionalization determine one’s definition of inadequacy. 
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tempts to develop the child’s motor coordination, self-care potentialities, 
and socialization techniques. In regard to educational facilities one can 
only conclude that consideration of institutionalization must ta\e into 
account the scope and quality of a community s educational resources, 

C. Recreational facilities, A defective child, like a normal one, who 
has no one with whom to play or socialize is likely not only to be an un- 
happy child but a source of other people’s unhappiness. Although some 
attention has been given to the need for community recreational facili- 
ties for the school-age defective, very little has been done for the older 
one. In more than a few cases a prime factor behind institutionalization 
is the desire to give the child the opportunity to engage in activities with 
other defectives, an opportunity completely absent in his community. 
Another aspect of the problem can be seen in those cases where the 
child has been institutionalized and then returns to the community 
only to experience loneliness and social isolation, feelings which make 
more than a few long for their institutional companions and activities. 
A community’s recreational facilities must be carefully considered 
when studying the advisability of institutionalization for a particular 
child. 

The Institution 

There are many lay and professional people who harbor the belief 
that a private institution is always to be preferred to a public one. 
As a result, some parents literally impoverish themselves in order to 
maintain their child in a private institution, even though the public one 
in their region may be equally or more adequate. It cannot be over- 
looked that, in general, the public institution is better able to afford 
adequate facilities and personnel. It cannot be denied, however, that 
in some regions the private institution is to be preferred. Although 
finances is an important aspect of the problem, the decision should be 
largely influenced by the quality of the program offered. Beautiful 
shrubbery, attractive living quarters, breath-taking views, a “refined” 
atmosphere, and compulsive cleanliness — these factors do not guarantee 
that the institution, public or private, has an adequate program; they 
do not mean that the institution has appropriately trained i^rsonnel 
and a therapeutically and individually oriented program. It is banal 
but true that one cannot tell an institution by its appearance. 

One other factor deserves mention at this point, although one is 
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not usually able to do much about it. Reference is made here to what 
might be called a “geographical” factor: the tendency for institutions 
to be built in such relatively inaccessible places that geographical dis- 
tance makes for “psychological distance” between child and family. 
In the case of the grossly defective child this usually is not a particular 
problem, but with higher grade defectives who have many ties with 
their own families, and who have been dependent upon them, separa- 
tion from the family together with infrequent visits can produce severe 
feelings of rejection with consequent behavior problems. Some chil- 
dren show no untoward reaction to separation and infrequent visits 
from their family, but in many other cases the psychological effects are 
profound. 

Weighting the Criteria 

Because cases differ so markedly in terms of complexity, severity, and 
acuteness of the presenting problems, it is not possible or desirable to 
describe in detail what weights should be assigned in the individual 
cases to each of the criteria. In one case family factors might be given 
the most weight in making the decision while in another case com- 
munity resources might be the most important factor. It is only after 
considering all the criteria that one is able to judge which of them 
should be given most weight. In addition, by systematically paying at- 
tention to all of the criteria, one is not only achieving a comprehensive 
picture but putting oneself in a position to make a recommendation 
which will have a beneficial effect for the greatest number of people in- 
volved in the case. 

Assumptions Underlying the Criteria 

The reader may have already become aware that certain assumptions 
or values underlie the criteria. Since these assumptions or values de- 
termine in part the kind of data one seeks and the way in which they 
will be used, it would seem important to state them explicitly: 

1. The defective child cannot be studied (or be understood) apart from 
the family and community in which he lives. 

2. The problems, adjustment, and potentialities of the defective child’s 
parents and siblings deserve as much attention and treatment as those 
of the defective child. 
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3. Institutionalization should not be recommended unless the results 
to be achieved by such a move cannot be attained by the continued 
presence o£ the child in the home. 

4. It is the obligation of the community to provide those facilities which 
will either make institutionalization in many cases unnecessary or 
postpone it for as long as the child can benefit from the community 
program. 

5. When the defective child for one or another reason adversely affects 
the functioning of normal people in his environment one should not 
accept the situation but should attempt to ameliorate the situation 
without removal of the child from that environment. When attempts 
at such amelioration have proved unsuccessful, the needs and poten- 
tialities of the normal people should be given precedence over those 
of the defective child. 

6. A decision about institutionalization should be made by someone 
who has more than a superficial knowledge of the type and quality 
of available community resources. Whether the decision is to institu- 
tionalize or not, such a decision must be based on an intimate knowl- 
edge of the institution’s goals, program, and effectiveness. 

The Interview with the Parents 

The following sections should be considered as a continuation of 
the procedures outlined in Chapter 11 since a discussion with parents 
about institutionalization usually follows that concerned with diagnostic 
findings. 

In communicating the recommendation it is important that the 
various plans or programs which one has considered should be pre- 
sented and explained to the parents together with the reasons why one 
has concluded institutionalization to be the best solution. If the recom- 
mendation is based on the conclusion that the child is in need of the 
kind of educational, vocational, or therapeutic program which only an 
institution offers, this should be explicitly stated together with the 
reasons why a program based on local facilities is not possible or 
desirable. If the recommendation is based on the conclusion that a 
more stable and healthy family constellation will be effected by the 
child’s institutionalization, this should be clearly presented. On this 
point the writer has sometimes said to parents: 
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When parents bring their child to us, our interest is not only in the child 
but in his parents and other members of his family. When we make recom- 
mendations we take into account not only the child’s needs and problems 
but also those of the parents. We feel that everything possible should be 
done for the child but we also feel that this should not be done by sacrificing 
the health and happiness of his family. If we conclude, after studying all 
the facts, that by institutionalizing the child his parents will be able to lead 
more normal lives, be of greater help to each other, and be better able to 
contribute to the happiness and welfare of others who are dear to them and 
who can benefit from their help — if we feel that these things cannot be 
accomplished by the child remaining in the home, we would not be doing 
our job if we did not say this openly and clearly. 

There are several reasons for informing parents clearly and fully about 
the nature and justification of one’s recommendation: (1) one has led 
parents to expect a complete explanation; (2) a full report makes less 
likely the parental reaction that one’s approach has been cavalier, super- 
ficial, unsympathetic, and impersonal; and (3) a complete report may 
help some parents to become aware of facets of the problem of which 
they were formerly unaware. 

Following the communication of the recommendation the parents 
should be given an opportunity to voice their reactions and ask ques- 
tions. In those cases where the parents presumably have never con- 
sidered institutionalization, the writer has said: 

The recommendation I have made may be one to which you have never 
given thought or very little thought. In that case what I have said may have 
come as somewhat of a surprise and I hope you will feel free to tell me about 
your reactions and ask any questions which come to your mind. Sometimes 
parents disagree with us, sometimes they have difficulty getting used to the 
idea I fully realize that this may be a diflEcult situation for you but I think 
that if we can talk over your feelings we can be of more help to you. 

In those cases where there is evidence that the parents have already 
considered and rejected the idea of institutionahzation, the following 
might be said: 

I know Aat you have already thot^t about this matter and th^t you 
were opposed to putting your child in an institution, I do not know 
whether you feel difiEerently having heard what I have to say. It would be 
helpful if you could tell me what your reactions are — whether you feel the 
same or different and why. 
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Too much emphasis cannot be placed on the importance of (1) facili- 
tating parental verbalization about their attitudes to the recommenda- 
tion; (2) avoiding any display of impatience or hostility when parents 
ask questions or disagree with the recommendation, and (3) reiterating 
the recommendation always in terms of the considerations which gave 
rise to it. 

Because institutionalizing one’s child is not a pleasant prospect or 
task to which one quickly adjusts, certain steps can be taken which 
may facilitate parental acceptance and adjustment: 

1. Arrangements should be made for the parents to visit the institution 
and become acquainted with its program, personnel, and facilities. 

2. The parents can be introduced to other parents whose children have 
been previously institutionalized with subsequent beneficial effects. 
If there is a local group of parents of defective children, they should 
be urged to join. In both instances the parents are given an oppor- 
tunity to observe and talk with others who have had similar prob- 
lems, a cathartic and therapeutic effect usually being achieved. More 
than a few parents are literally amazed when they discover that there 
are others like themselves with similar problems. 

3. The parents should be invited to return for another interview after 
they have taken either or both of the above steps. Such an interview 
gives the parents an opportunity to ask questions based on their new 
experiences and to explore further their attitudes towards institu- 
tionalization of their child. 

Some Frequent Parental Reactions 

Many people believe that to institutionalize a member of their fern- 
ily is a “bad” or hostile act which “good” people avoid. To “put a 
child away,” many believe, is “inhuman” and is an act which should 
be censured: “good parents simply do not do such a thing to their 
child.” When such attitudes are operative, it is not difficult to under- 
stand why the prospect or act of institutionalization arouses strong 
guilt feelings in parents. When the defective child has been an unusual 
burden to the parents and a source of l{een frustration, it is lil^ely that 
$he parents have had hostile and destructive fantasies about the child, 
fantasies which in turn engender the reaction of guilt. In many of 
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these cases the prospect or act of institutionalization is reacted to as if it 
were equivalent to the fulfillment of earlier hostile and destructive 
fantasies. Parental guilt feeling might be reduced in several ways. The 
steps outlined in the previous section (visiting institution, joining 
parental groups) frequently enable parents to see the irrational basis 
for their feelings.^ They frequendy say: “It’s not the horrible place I 
thought it would be. If it was, I couldn’t live with myself if I put my 

child there.” “I spoke with Mrs. who is a very nice lady, and 

she didn’t like the idea of putting her child in the institution but she 
told me itVas the best thing that could have happened for her and her 
child.” By identifying with others whom they respect and who have 
institutionalized their child the guilt feelings of some parents are 
noticeably reduced in strength. 

Although guilt feelings may be a potent factor in the parents’ atti- 
tude, they may be unable to verbalize them. In such cases direct ques- 
tioning usually further inhibits the parents because they are not sure 
how the interviewer will judge their answer — or they are sure that he 
will form a bad opinion of them. What the writer has frequently done 
is to raise the problem in terms of how “some” parents react to the 
problem, why a guilt reaction is understandable, but why it is not 
warranted. By verbalizing their feelings in terms of “others,” some 
parents then feel free to verbalize their own feelings. In handling 
parental guilt feelings, verbalized or not, perhaps the most important 
thing to emphasize is the importance of conveying to parents that one 
understands why they may have developed guilt feelings but that such 
feelings are neither objectively warranted nor beneficial to parents or 
child. 

Many parents resist institutionalization of their child because they 
imagine that he will experience the same feelings that the parents would 

^ In recommending that parents visit the institution one musL of course, be convinced 
that the particular institution is adequate for the child and, in addition, that an appro- 
priately trained staif member guides and talks with the parents. The visit should not con- 
sist only of a tour of the buildings but should also provide opportunity for parents to 
observe in detail the unit where their child may reside, talk with the personnel who will 
be responsible for his welfare and training, and to discuss the rationale of the program. 
The tendency of parents (as well as institutional personnel) to be most impressed by the 
physical features of the mstttution should be counteracted. This is especially important 
where the institution may not give a striking appearance but where the program is a 
good one. The closer the relationship between the institution and the referring agency 
or counselor the more beneficial can the visit be for the parents. 
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if they were being institutionalized. In short, they identify with their 
child and project onto him feelings and attitudes which they harbor. 
They assume their child will be as lonely, cry as much, be as depressed, 
and feel as rejected as they would if they were in his place. To commit 
their child, therefore, is the same as if they were to be institutionalized. 
In many cases the nature of the child’s condition or the severity of his 
deficiency clearly indicates that he is incapable of experiencing the feeh 
ings which his parents project onto him. In such cases the unrealism of 
parental anticipations should be discussed. However, althotigh a defec- 
tive and normal person comprehend and experience a given stimulus 
situation dif'erently, one should not overloo\ the fact that some defec- 
tive children will react to institutionalization in a way approximating 
that imagined by the parents. Some children will become depressed, 
feel rejected, cry bitterly. One should not try to convince parents, as is 
sometimes done, that their anticipations are groundless and that their 
child will immediately experience the institution as a heaven. To deny 
that the child may have difficulty, or to avoid discussing the matter with 
parents, not only may make for later increased difficulty for the parents 
but in some cases has resulted in the removal of the child from the 
institution when the parents’ anticipations about the child’s reactions 
are confirmed by his behavior. In discussing the matter with parents it 
is best to admit, especially where the evidence is confirmatory, that the 
child may have some difficulty, that the parents’ own adjustment will 
not be made any easier thereby, but that the long-term benefits to be 
derived from institutionalization will more than offset temporary or 
transient difficulties. 

Up to this point we have discussed parents who resist the recom- 
mendation of institutionalization. Not infrequently one encounters the 
parents who come to the agency for the express purpose of enlisting its 
aid in institutionalizing their child, a move which study reveals to be 
indicated. In some of these cases, however, the parents’ conception of 
what the institution will do for their child is highly unrealistic. Because 
parents heartily concur in the recommendation should not be ta\en to 
mean that they are concurring for the proper re(^ons. If parental con- 
ceptions are unrealistic, they are likely not only to experience disappoint- 
ment at some future date but to become hostile toward the institution 
which did not do what they expected. In any aspect of work with 
parents one must determine their motivations toward and anticipations 
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about any recommended decision. The resolution o£ present problems 
must not be done in a way which insures the creation of future ones. 

The Major Aim 

The chief aim in this and the previous chapter has not been* to give 
the reader a step-by-step guide to the problems posed but rather to indi- 
cate the complexity of the problems, the goals which one should set, 
and the nature of the relationship with parents which one should ejffect. 
In the majority of the cases many of the problems one encounters 
would never have arisen if the ramifications of the problem had been 
recognized and handled when the diagnosis was first made. One cannot 
cure mental deficiency but one can prevent many of the unhealthy con- 
sequences which are too frequently the lot of parent and child. It may 
be more correct to say that the major aim of this and the previous chap- 
ter has been to alert the reader to his obligation to ameliorate present 
problems and prevent future ones. 



Chapter 13 

THE PROBLEM OF PROFESSIONAL TRAINING 


The reader may have already concluded from a reading o£ the last two 
chapters that handling the problems posed therein requires not only 
knowledge of certain facts but an understanding of what is essentially 
a psychotherapeutically-oriented situation: a sustained attempt on the 
part of some trained person to understand the motivations of parents, 
their frustrations and hopes, and by virtue of such understanding, as 
well as by previous training, to enable parents to accept more realistic 
and satisfying attitudes. To be of help to people in this manner requires 
more than good intentions and the possession of a particular profes- 
sional title. The fact that one is a pediatrician, psychiatrist, psychologist, 
or teacher does not necessarily mean, as we shall see later, that one is 
equipped with the knowledge and training required for the handling 
of the problems posed in the last two chapters. A great many of the 
difSculties which are encountered in working with the defective child 
and his family can often be traced directly to the previous failure of 
many of these professional people to recognize and handle the psycho- 
logical aspects of the problem. It is the thesis of this chapter that this 
failure is in large part due to the htnd of training which these workers 
received in their student days. We may anticipate a later conclusion by 
stating here that mental deficiency in general and its psychological as- 
pects in particular have suffered from “professional disinterest,” an 
attitude which not only minimizes the complexity of the problem but 
perpetuates practices which raise more problems than they solve. 

The following case can serve well to illustrate the significance of the 
statements made in this and the previous two chapters. The child, 
parental behavior, and professional practice are not atypical: 

. I received a call frora the secretary of a local organized group of 
parents of cerebral palsied children. It seems that one of the mothers had 
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been trying to get her seven-year-old daughter into the kindergarten o£ one 
of the public schools. The school had refused admission because the child 
was not considered eligible. The mother, believing that the child was eligible, 
took her for a psychological examination to the out-patient clinic of one of 
the state training schools. The psychological report was sent to the secretary 
who was calling me and who had suggested that the mother arrange for a 
psychological examination in order to use it as evidence for her belief that 
the child should be in kindergarten. The psychological report contained the 
following: (a) a diagnosis was deferred because the child did not talk and 
the suggestion was made that the child should be seen again when she had 
learned to talk; (b) on those test items which could be given to the child 
her mental level seemed to be around three years; (c) the child should not 
be institutionalized at this time; (d) she should be entered into a kinder- 
garten class if she was considered eligible by the school. The problem with 
which the secretary of the parent group confronted me was what should 
she tell the parent.? 

“The above situation is by no means infrequent, and in my own ex- 
perience is the rule rather than the exception. In trying to understand these 
frequent situations we might ask this question: How do these situations 
come about? Before trying to answer this question we first have to ask other 
questions: What is the nature of the situation here and now? What are the 
problems with which we should be concerned? Briefly stated, here is what 
I think are the important aspects of the situation: 

1. We are dealing with a parent who has certain beliefs about what her 
child can learn to do. 

2. The mother’s beliefs are not shared by school authorities. 

3. It is very likely that the mother has a very hostile attitude toward the 
schools because she feels that they are being unfair and discriminatory. 

4. It is also likely that the school authorities consider the mother to be 
unrealistic and aggressive — ^in short, a nuisance. 

5. It is a fact that the schools do not consider this child to be their problem. 

6. The psychological report does not support the mother’s beliefs about the 
child’s capacities, 

7. The psychological report contains a recommendation about kindergarten 
which makes little sense in light of the earlier refusal of the school to ad- 
mit the child. 

8. The psychologist did not discuss his report with the mother. 

9. No one, except the local parent group, considered the parent to be their 
problem, or understood, let alone tried to handle, the deep anguish she 
undoubtedly was experiencing. 

“Let us now make one assumption: the mother has an unrealistic con- 
ception of her child s capacities. If this is so, it is difficult to see how anything 
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done — by the school or the psychologist — was oriented toward helping 
this mother achieve a more realistic attitude. Telling a mother that her 
child is not eligible for school may be a valid statement, but in no way does 
this solve the mother’s problem. In fact, making such a statement to a 
mother is evidence of the fact that the school assumes that only the child 
is a problem. Telling a mother that her child is not eligible for school with- 
out at the same time making concrete proposals concerning the child’s train- 
ing obviously does not help the child, but, just as obviously, increases the 
severity of the mother’s problem. In the case of the psychological examina- 
tion apparendy no attempt was made to convey anything to the mother. The 
function of a psychological examination is not only to collect data about a 
child and his problems, but to use these data to help parents react realistically 
to the child. If the psychologist, for example, had only conveyed to the 
parent that the child was severely retarded, then he would have been as 
superficial in his approach to the problem as were the school authorities.”^ 

One other fact about this case deserves mention: this eight-yearold 
child had previously been seen by numerous medical specialists none of 
whom considered the parents a problem or apparently attempted to in- 
sure that the parents had a realistic conception of their child’s condition. 

One could present case after case illustrating the failure of various 
specialists to handle the defective child and his family in such a manner 
as to reduce the strength of the anxieties associated with current 
problems and to prevent the occurrence of future ones. That mental 
deficiency is an incurable condition should not obscure the fact that 
many of the psychological and social problems to which it gives rise can 
either be prevented or greatly reduced in strength. In the following 
pages we shall see that the failure to recognize and handle such prob- 
lems is in large part a function of the inadequate training which the 
various specialists have received. 

In the following discussion of the training of those professional 
workers who come into contact with the defective child and his family 
we shall only be interested in the adequacy of such training for meeting 
the psychological problems we have been discussing in the previous two 
chapters. 

Medical Personnel 

A, Medical school and intern training. The medical student is not in 

^S. B. Sarason, Aspects of a community program for the retarded child. Training 
School Bulletin (Vineland, N. J.), 1952, 48, 201-207. 
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any formal or systematic way exposed to the psychological aspects of 
mental deficiency. Much more frequently than not he learns to define 
mental deficiency in terms of a test score. He is not prepared for or 
closely supervised in his contacts with the parents of defective children^ 
and is unaware of the psychological, familial, educational, and com- 
munity aspects of the problem. What has just been said is a reflection 
of a more general problem which is beginning to concern some medical 
educators : medical education today does not train students to approach 
the patient as an organism which in addition to having physical symp- 
toms also possesses a psychological system which has functioned and 
continues to function in a particular familial and social setting. To focus 
on the physical symptoms results in a narrow view of the case, making 
the recognition of present and the prevention of future problems difii- 
cult if not impossible. Insofar as the field of mental deficiency is con- 
cerned medical education shows the following lacks: 


1. The student does not learn how to conduct an interview which has 
as its purpose the evocation of parental attitudes, goals, and anxieties 
in order to help them achieve a more realistic conception of and 
adjustment to their problems. To learn such interviewing techniques 
requires supervised experience which the student does not now re- 
ceive. It is this lack which not only limits the amount of help which 
parents can receive from their contact with the physician but also 
has the effect of creating new or exacerbating old problems. 

2. The student learns almost nothing about the educational aspects of 
mental deficiency; the relation of mental level to academic achieve- 
ment, the nature and goals of special classes, and an understanding 
of the pedagogical-psychological problems confronting the special 
class teacher. Too frequently parents are led to expect a level of edu- 
cational achievement from their child which is out of keeping with 
his capacities. 

3. The student is not acquainted with the nature of community fa- 
cilities or the criteria by which their quality can be judged. Physicians 
in general do not know whether the local school system has special 
classes for the educable and noneducable defective, whether there are 
special recreational facilities, or whether there is a local orsfanization 
of parents of defective children. 
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When one realizes that parents frequently first learn about their child’s 
condition from a physician, and that this initial contact is of prime im- 
portance in shaping their thinking, the significance of the lacks in 
medical education is clear. 

B. Pediatric training. Although pediatric educators have become in- 
creasingly aware of the necessity for the student to become a psycholog- 
ically sensitive observer and counselor, the detailed instruction and 
supervision necessary to achieve such a goal are seldom provided. Very 
rarely does the pediatrician in training learn to understand the tech- 
niques and problems involved in therapeutically-oriented interviews 
with parents.^ The kind of interviewing with which we have been con- 
cerned is not of the fact-finding variety in which one person asks and 
the other answers questions — if it were, one could print the questions 
and have the parent write out his answers. The kind of interviewing 
which we have been discussing requires more than a superficial knowl- 
edge of personality dynamics or an earnest desire to be of help. It re- 
quires a degree of self-understanding and a knowledge of the tactics 
necessary to influence another person’s behavior which are best learned 
under the supervision of a more experienced person.^ The pediatrician 
is seldom exposed to such a learning experience. In cases of mental de- 
ficiency it is also necessary to be aware of the familial and educational 
ramifications of a case — an awareness which the pediatrician generally 
does not have for the rather simple reason that he has not been taught 
to become aware of such factors. Where the pediatrician has such aware- 

^This is not to suggest that pediatricians, or any of the other personnel discussed in 
this chapter, should be or become psychotherapists. What is being suggested here is that 
these personnel should possess a sufficient understanding of personality dynamics and 
the psychotherapeutic process to enable them to meet the problems which by tradition 
and practice are brought to them. If one maintained the position (for which there is no 
particular jusufication) that only psychotherapists can adequately handle the problems 
raised in chapters 11 and 12, then the future m this field, m light of the dearth of psy- 
chotherapists, is indeed gloomy. 

®The reader has undoubtedly become aware of the importance which the writer at- 
taches to supervision. There are several reasons for this emphasis: (a) students differ in 
the degree to which they are aware of how they strike or influence other people, (b) the 
beginner is not the best judge of the relation between what he did and what he wanted 
to do, (c) without some independent observer “wrong” techniques cannot be recognizt^ 
and unlearned, (d) the welfare of the patient requires that the beginner’s handling of the 
situation be controlled in some fashion. To conduct competently a psychotheiapeutically- 
oriented interview cannot be learned from books, lectures, or even by ot»crvmg an ex- 
perienced person. One learns by doing under critical supervision. Without close super- 
vmon practice may result in the perfecting of inadequate techniques. 
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ness more often than not he does not possess the training in interview- 
ing technique which would enable him to capitalize on his understand- 
ing. What further handicaps the physician in general and the pediatri- 
cian in particular is their lack of knowledge of the training, procedures, 
problems, and contributions of the psychologist or teacher. What 
knowledge they possess is usually based on a few lectures which by their 
nature are not likely to be revealing or helpful. As a result the pediatri- 
cian often does not understand (1) the contributions and limitations of 
a psychological examination, (2) the dangers involved in giving or 
reading a psychological report to parents, (3) the psychologist’s need 
for time to interpret and integrate his findings, and (4) the importance 
of a detailed discussion between pediatrician and psychologist concern- 
ing the significance of the test findings in light of other knowledge of 
the case. 

Another result of these “token” lectures is that the pediatrician is 
usually unaware of the pedagogical problems with which the teacher is 
faced in working with the defective child. Practically every special class 
teacher can point to several cases in which a problem arose with parents 
because of a pediatrician’s unwarranted statement about a child’s edu- 
cational potentialities. This situation is probably due to two factors : the 
pediatrician’s lack of knowledge of the relation between mental level 
and educational achievement and his failure, due to lack of previous 
experience, to effect an adequate liaison with the teacher. In more than 
a few cases a conference between teacher and pediatrician might have 
resulted in a more effective program for the child. The need for such 
conferences has long been recognized by the teacher but their value has 
not yet been adequately recognized by the pediatrician and general 
practitioner. 

C. Psychiatric training. Although the psychiatrist in training re- 
ceives a long and supervised training in conducting therapeutically- 
oriented interviews, his clinical experience is only in small part with the 
defective child and his family— witness how much of his training is in a 
state hospital or other agency where the patient population is predomi- 
nantly composed of neurotic and psychotic individuals. In addition, 
because the training experiences of most psychiatrists are largely with 
adults his knowledge of children in general, and the defective child in 
particular, is relatively meagre. His criterion of mental deficiency is 
usually that of a test score, and his knowledge of the practices, goals, 
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and problems of special education is equally superficial. Although the 
psychiatrist could be a key person in handling the adjustment problems 
of the defective child and his family, his training does not give him 
knowledge, derived either from lecture or clinical contact, of the prob- 
lems in the field. As a result, when the psychiatrist does encounter the 
mentally defective child and his family, it is not surprising that his 
contribution is usually not much greater or more comprehensive than 
that of the specialists already discussed.'^ 

The reader should bear in mind that the criticisms which have been 
made of medical education were made only in terms of its adequacy in 
preparing the practitioner for meeting the problems raised in the previ- 
ous two chapters — ^problems of which the great majority of medical per- 
sonnel are only dimly aware and unprepared to meet. If the failure to 
meet these problems did not overlook old and create new adjustment 
problems for child and family, then the lacks in medical education 
would obviously not be of serious import. The obligations of medical 
training may be put in this way: if a particular condition (e.g., mental 
deficiency) brings into play familial, educational, and community prob- 
lems, then it should be the aim of training to enable the student to 
recognize and handle such problems. 

The Clinical Ps’X'chologist 

Although clinical psychology as a discipline grew out of attempts to 
identify, educate, and train the mentally defective child, the clinical 
student today gets very little experience with the defective child. Psycho- 
logical theory, diagnostic testing, interviewing and psychotherapeutic 
techniques, clinical experience with a variety of adjustment problems— 
these are some of the course and experience requirements which the 
clinical student must meet. It is the rare graduate department of psy- 
chology which has as a requirement course instruction in or clinical ex- 
perience with the psychological problems in mental deficiency. Too 


■* It IS sometimes overlooked that work in the area of mental deficiency requires spe- 
cial knowledge and training, a fact which only the educators seem to have recognized and 
to have acted upon, witness the differences between the curricula and training of special 
class and other teachers. In medicine and psychology there are no spead prerequisites 
which the student must complete before becoming a practitioner or specialist in the field 
of mental deficiency. Perhaps a more correct way of describing the situation would be 
to say that neither the field of medicine nor clinical psychology recognizes mental de- 
ficiency as areas of specialization. 
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frequently the clinical psychologist views the mental defective in terms 
only of psychological test scores~in light of his training there is little 
reason why he should adopt any other point of view. 

Consequences of Inadequate Professional Training 

The following comments may serve not only as a summary of what 
has so far been discussed but also may give the reader some idea of the 
consequences of the inadequacies of professional training. Although 
these comments were meant to characterize the past attitudes of the 
professions, they are applicable to the situation today. 

. although tests were developed by psychologists, the field of psy- 
chology did not train students for work with the defective individual. The 
same situation existed in other fields whose members in one way or other 
came into contact with the defective individual. The general practitioner, 
pediatrician, psychiatrist, and social worker — none of these professionals re- 
ceived in their student days more than a most superficial understanding of 
the psychological problems of the subnormal individual. To the great ma- 
jority of these professional people the defective child was one who received a 
low score on a psychological test. The community aspects of the problem, 
the parental conflicts and despairs, the lack of educational opportunities — 
these were the areas which were either overlooked or underemphasized. It 
was only the educator who was aware of these problems, but in the main 
his concern was with the school aspects of the problem. The help and sup- 
port which the educator needed from these other professional fields were 
not forthcoming. There was no real teamwor\ or understanding and the 
educator was left to grapple with a problem which had important medical, 
psychological, psychiatric, and sociological ramifications. Is it any wonder 
that the defective child was called the ''forgotten child** in American so- 
ciety? 

“It is true that many institutions were built for the care of the subnormal 
child. But in many instances these institutions were built not because they 
reflected a new idea or approach, or reflected an attempt to cope with this 
many-sided problem, but because there were either no facilities in the com- 
munity or because some well-intentioned but misguided individuals be- 
lieved that all such children should be in institutions. Institutionalization 
may have solved what the community felt to be a problem but it obviously 
did not solve the problems of many parents and in many instances it did 
not solve, but rather added to, the problems of the child. 

“When one looks at some of the tremendous edifices which were built, 
bearing in mind the relatively small professional staffs which they con- 
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tainedj one does not have to labor the point that much more often than nc^ 
the particular needs of a particular child were either not recognized or satis- 
fied. 

“Not only did such institutions contain small professional staffs but the 
quality of such stafi left much to be desired. In the student days of these 
professionals they were barely exposed to the psychological problems in the 
area. What is most likely is that they learned to view the subnormal child 
as a truly dull problem for study. If the psychiatrist in training was in- 
terested in research it was most unlikely that his interest would be focussed 
on the subnormal child. How could one become interested in something to 
which one has been only barely exposed, and exposed in a fashion which 
would quicJ{ly extinguish rather than reinforce any awa\ening interest? 

“In addition, why should a budding professional take a job in an institu- 
tion, where research was not supported, for a salary which would be far 
less than he could obtain in noninstitutional work? Although one could 
point to exceptions, the leaders in these various specialties would probably 
agree that those of their colleagues who have worked in institutions have 
not been of the best or near-best quality. This is not to say that the institu- 
tional child did not receive adequate medical care but rather that the other 
equally important aspects of his problem were neglected. 

**One of the most serious consequences of the above situation has been 
the absence of basic research concerning the psychological aspects of the 
problem. Without such research practice becomes routinized and superficial, 
innovation and experimentation meet with resistance, and the field more 
and more becomes divorced from the mainstream of scientific advance. It 
tabes money and time to do research, a distasteful fact to some people, but 
not to support research guarantees that our energies and monies will be 
wasted!*^ 


The Teacher 

It is clearly the teacher who spends the greatest amount of time with 
the defective child and frequently has the most contact with his parents. 
That the teacher, particularly the special class one, faces more than a 
pedagogical problem, can be seen from the following problems which 
are by no means rare: 

1. Communicating to parents, who have not been so informed before, 
that their child is either mentally defective or retarded. 

^S. B. Sarason, The psychology of the exceptional child. In Froceedtngs of the 1952 
Conference of the Child Research Clinic of the Woods Schools (Langhornc, Pa.), 1952. 
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2. Informing parents that the school has no facilities for their non- 
educable defective child. 

3. Explaining to parents why preschool predictions about their child’s 
academic achievement were overly optimistic. 

4. Discussing with parents why institutionalization is preferred solu- 
tion for the needs and problems of their child. 

As has been indicated before, many of these problem situations would 
never have arisen if those who had earlier seen the child had handled 
the defective child and his family more sensitively and comprehensively. 
What frequently happens is that the parents become hostile to the 
school personnel: accusing them of discriminatory practices, lack of 
understanding, and, not infrequently, sheer ignorance and incom- 
petence. “My doctor told me that he would be able to go to school,” 
“Nobody ever said there was anything wrong with my child,” “How 
will he ever learn to read and write if you will not let him in school?” 
— ^these are a few of the statements which parents of defective children 
direct to school authorities. 

Although it is clear that the teacher comes into close contact with 
parents, and is in a position to be of help to them, teacher training does 
not prepare the student for the proper handling of such relationships. 
While teacher training requires supervised teaching, there is no such 
requirement for the handling of parental problems and attitudes, even 
though teachers are becoming more and more involved in such situa- 
tions. Whatever is required today for becoming a skilled teacher does 
not necessarily fit one for appropriate handling of the kinds of problems 
which we have been discussing. 

The Future 

There is little reason for believing that professional disinterest in the 
psychological aspects of mental deficiency is likely to change in any 
noticeable way in the near future. To expect such a change it would be 
necessary to assume that educators in the various fields are aware of the 
discrepancy between the nature of training and the problems inherent 
in a case of mental deficiency — an assumption for which there is little 
justification. In order for a change to be effected the following attitudes 
and practices will have to be combated : 
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1. Working with the mentally defective individual is dull and unre- 
warding— a professional “dead-end.” 

2. From the psychological and psychiatric point of view there are no 
major or fascinating research problems in the area of mental de- 
ficiency. 

3. To handle adequately a case of mental deficiency does not require 
any special knowledge or training. 

4. The possession of a particular professional title or training thereby 
equips one to assume responsibility in program planning for the 
mentally defective child. 

5. One can make recommendations for the mentally defective child 
without working with the parents or having a knowledge of educa- 
tional practices and facilities. 

What has been said in this chapter represents conclusions based on 
the writer’s clinical and teaching experiences. They, therefore, represent 
opinions — a class of data which is not always true or convincing. What 
is very much needed in this area is a systematic and objective evaluation 
of the adequacy of professional training for meeting the problems we 
have discussed. Such a study should attempt to answer the following 
questions: 

1. At different stages of training or specialization within a professional 
area, with what kinds of facts about mental deficiency is the student 
or practitioner acquainted? With how many cases does he actually 
come into contact ? 

2. What is the nature and extent of formal instruction ? How much of 
such instruction involves a consideration of the training and contri- 
bution of other professional specialists who work with the mentally 
defective child ? How much actual contact is there among the various 
specialists? 

3. What does the student learn about the nature and scope of commu- 
nity facilities? 

4. Within any one discipline what are the attitudes of the student or 
practitioner towards the value of working in the field of mental de- 
ficiency? What are the bases for such attitudes? Why do some go 
into and others stay away from this area of work ? 
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5. What does the student or practitioner feel about his competency in 
this area? What does he feel is or was lacking in his training? 

6. How are cases actually handled? Are there any differences in han- 
dling between the pediatrician, psychologist, general practitioner, 
teacher, etc.? 

7. What are the reactions of parents to their contacts with these pro- 
fessional specialists ? 

To conduct a study along the above lines would obviously not be a 
small undertaking but the results of such a study could go a long way 
in effecting a change in the nature and goals of professional training for 
those who are called upon to handle the psychological problems in cases 
of mental deficiency. 
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Labor, difficulty of, 39, 187 
maternal report of, 53, 187 
Lawrence-Biedl syndrome, 215 
Learning, and child-training, 134-164 
previous conditions of, 5, 10, 35, 60, 
70, 76, 133, 182 
Learning ability, 2-3, 60 

Macrocephaly, 211-212 
Marble board, 116-118 
Memory, and anxiety, 69 
defectives vs. normals, 69 
Meningitis, 39, 204-205 
Microcephaly, 207-208 
Mongolism, 207-211 
Monoplegia, 165, 168 
Morom 1-2, 109-113. 115 
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Motor areas of brain, 44, 49 
extrapyramidal, 45, 48-49, 55-56, 165 
pyramidal, 45-46, 55-56, 165 
Muscular dystrophy, 215 

Neurofibromatosis, 191, 193 
Neurological symptomatology, in cerebral 
palsy, 165 

in exogenous defectives, 41, 52-58 
in idiots and imbeciles, 52, 58 
reliability of, 42, 51, 58 

Occipital lobes, 47 
Oxycephaly, 213 

Paraplegia, 165, 176 

Parental attitudes, in autistic disturbances, 
218-221 

in cerebral palsy, 186-187 
in childhood schizophrenia, 215-221 
toward mental defect, 331-346 
toward institutionalization, 347-360 
See also Child-training practices 
Parietal lobes, 46-47 

Pathological type of mental deficiency, 37- 
39 

Prescveration, 119-120 
Phenobarbital, 198 

Phenylpyruvic oligophrenia, 30, 190-191, 
194 

Pituitary dysfunction, 211, 215 
Premature birth, 39 
Professional training, educational, 369 
inadequacies, 361-372 
medical, 363 
pediatric, 365 
psychiatric, 366 
psychological, 367—369 
Projection and projective techniques, 222- 
262 

See also Rorschach Test; Thematic 
Apperception Test 

Pseudofeeble-mmdedness, 18, 242-248 
Psychosis, relauon to mental deficiency, 
29-30 

test performance, 123-126 
Psychotherapy, 12, 197, 263 
artistic acuvity, 321 
group, 312-316 
individual, 263—312 


Psychotherapy — cont. 
parents, 331-372 
Wild Boy of Aveyron, 321-330 

Quadriplegia, 165, 168, 185 

Rh factor, 37, 213-215 
Rigidity, 64-67 

m endogenous and exogenous defec- 
tives, 119-121, 240 

Rorschach test, case studies, 80-81, 87-89, 
93-95 

description and studies of, 223-252 
exogenous defective, 238-242 
garden-variety defective, 235-238 
pseudofecble-mindcdncss, 245-248 
Rubella, see German measles 

Scaphocephaly, 213 
Schilders disease, 215 
Schizophrenia, childhood, 215-221 
relation to mental deficiency, 29-30 
Self-verbalization, 73-77, 127-129 
Social adequacy and competence, 3-6, 8-9, 
12, 16 

in garden-variety deficiency, 107-114, 
134 

measurement of, 11 
Spasticity, 165, 183 

Subcultural type of mental deficiency, 37- 
39, 52 

See also Garden-variety deficiency 
Syphilis, 205-206, 213 

Temporal lobes, 46 

Test interpretation, cerebral palsy, 178- 
181 

epilepsy, 196-197 
illustrative cases, 78-100 
problems in, 59-77, 102-103, 166-187, 
222 

Test patterns, 116, 122-133, 176-179, 186 
Test performance, and previous test ex- 
perience, 71-72 

and standard Bmet instructions, 71 
defectives vs normals, 61—69 
m cerebral palsy, 166-187 
Test situation, orientation toward, 4-5, 7, 
60, 77 

variables in, 4, 69-73 
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Test unreliability, 1, 32-33, 115, 145, 171- 
172 

Thematic Apperception Test, 252-259 
defective delinquents, 256-257 
garden-variety defecuves, 253-256 
Negro-white morons, 258-259 
runaways, 257-258 
Trauma, postnatal, 39 
prenatal, 39 

See also Birth trauma and injury 
Tridionc, 198 


Triplegia, 165, 168 
Tuberous sclerosis, 191-193 

Undifferentiated mental deficiency, 213- 
215 

Vineland Social Maturity Scale, 11, 14-16, 
18 

Whooping cough (pertussis), 55, 205 
Wild Boy of Aveyron, see Psychotherapy 
Wilson’s disease, 215 



